Ju This Jssuc 


ECZEMA OF THE HANDS — Paul A. O'Leary, M.D., 
Rochester, Minnesota . . . . . . Page 265 


OFFICE DIAGNOSIS AND TREATMENT OF DIABETES 
MELLITUS — Glen R. Shepherd, M.D., Kansas City, 


ANOCOCCYGEAL TERATOMA IN THE NEWBORN: 
REPORT OF A CASE—J. S. Hibbard, M.D., and G. J. 
Goodman, M.D., Wichita, Kansas . . . Page 276 


RICHTER'S TYPE HERNIA OF THE TRANSVERSE 
COLON: A CASE REPORT—M. V. Laing, M.D., and 
C. D. Blake, M.D., Kansas City, Kansas . Page 278 


COMPLETE TABLE OF CONTENTS . . . Page IV 


JUNE, 1949 Vol. L, No. 6 


_ STORMONT MEDICAL LIBRARY 
TOPEKA, KANSAS BUN 293 1949 


| 
| 
4 
| 
| 
| 
a ‘4a 
j 


DILANTIN Sodium (diphenylhydantoin sodium, P. D. & Co.) is available in 
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suppressing grand mal seizures, is notably free from hypnotic 
side-effects thus facilitating the educational, vocational 
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attacks is achieved with individualized dosage schedules. 
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EDGEWOOD... 


A Distinctive Southern Sanitarium Fully Equipped for Complete 
Diagnosis and Treatment of Nervous and Mental Disorders... 
in an Atmosphere of Congenial Friendliness and Quiet Charm. 


Edgewood offers all approved therapeutic aids; complete 
bath departments; supervised individual physical rehabili- 
tation programs. Living accommodations are private and 
comfortable. Recreational facilities excellent. Full time 
psychiatrists, adequate nurses and psychiatric aides assure 
individual care and treatment. More detailed information 
on request. 
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Nowhere in the realm of biology exists so highly 
specialized and so biologically efficient a mem- 
brane as the mucosa of the human intestinal 
tract. Within this mucous membrane, about 
five millimeters thick, there take place the most 
intricate biochemical reactions designed to 
facilitate absorption of the products of digestion. 


Research upon the fundamental aspects of 
hemopoiesis has gone forward steadily at 
Lederle for more than 20 years. Liver extract, 


PREG. U. s. PAT. OFF. 


LEDERLE LABORATORIES DIVISION 


FOLVITE* Folic Acid, vitamins, combina- 
tions with ferrous iron, and such products of 
nutritional value in tissue repair as amino acids, 
have been made available as rapidly as they 
could be perfected. 


Lederle research is proceeding actively in the 
field of the nutritional anemias, to the end that 
these almost completely preventable diseases 
may one day essentially disappear from daily 
clinical practice. 


AMERICAN Ganamid COMPANY 


7 
30 ROCKEFELLER PLAZA e NEW YORK 20, N.Y. 


The 


XIV THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


wa & F 
} ay, is P new eat (prop? goes: : 
GF sively and “on kerat with 
: 
Fight {une f f 
pioct¥ 9.9% \ canisters 2 ot. pottles 


JUNE, 1949 XV 


SHOW HOW = KNOW HOW 


Knowing that the success of her business career depends to a major extent on the satisfaction 
her patrons derive from their Luzier preparations, your Cosmetic Consultant is vitally con- 
cerned not only that the preparations are suited in every respect to your requirements and pref- 
erences but, just as important, that you thoroughly understand the sequence and manner of 
applying them to obtain the best results, 


The Luzier Application Chart is designed for her use in showing you how we recommend 
that our preparations be applied. This chart provides space for an outline of your service with 
suggestions based on your particular requirements. 


LUZIER’S FINE COSMETICS AND PERFUMES 
Are Distributed in Kansas By: 


BURBRIDGE AND BURBRIDGE, Divisional Disrtibutor 
519-520 Continenal Bank Building 
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DISTRICT DISTRIBUTORS 


CHINN AND CHINN MICKEY McNAMAR KERN WISMAN VERN HAZELL 
_ 316 Derby Building 901 Constitution Street 3350 Starr St. P. O. Box 94 
Wichita, Kansas Emporia, Kansas Lincoln, Nebraska - Hutchinson, Kansas 


LOCAL DISTRIBUTORS 


BETTY GROSSHANS AUDREY COX MAXINE DELFORGE HYDE & HYDE 
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ERMA WELLS JUANITA ‘DOUGLAS ETHEL PERRY OTTIE HOOD 

Room 1, Orpheum Building 1447 N.Y. Court Place P. O. Box 275 Fort Dodge, Kansas 


Topeka, Kansas Wichita, Kansas 500 West Ist Hutchinson, Kans. - 
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“a summation of activity” 


Council on Pharmacy and Chemistry, A.M.A. 
J.A.M.A, 137:789 (June 26) 1948. 


In Tincture Mercresin,* secondary amyltricresols and 
orthohydroxyphenylmercuric chloride “supplement each other 
so that the mixture is approximately twice as germicidal 
for Staphylococcus aureus as the component cresol derivatives 
alone and seven to ten times as germicidal as 


the mercury compound clone.” @ 


Mercresin combines this germicidal potency with 
bacteriostatic and fungicidal properties for 


. antisepsis of superficial wounds or infections, 


. irrigation of certain body cavities and deep 
infected wounds, 


. topical application to mucous membranes, and 


prophylactic surgical preparation of intact skin. 


TINCTURE MERCRESIN 


QRANO. OF MERCOCRESOLS (Tinted): 2 o2., 4 oz., pint, and 
gallon bottles 


(Stainless): 4 oz., pint, and 
gallon bottles 


Upjohn FINE PHARMACEUTICALS SINCE 1886 


KALAMAZOO 99, MICHIGAN 
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LABORATORIES 


RESPONSIBILITY 


CLINICAL PATHOLOGY Rn 
PATHOLOGIC ANATOMY | 


DUNCAN LABORATORIES 


Established 1924 


909 Argyle Bldg. KANSAS CITY 6, MO. 
230 Frisco Bldg. JOPLIN, MISSOURI 


RALPH EMERSON DUNCAN, M.D. 


MAURICE L. JONES, M.D. 


In addition to diagnostic laboratory services, chemically accurate and clinically tested re- 


agents, solutions, stains and culture media are available for immediate delivery. 
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The reasons that make the AO Giantscope the 
most outstanding ophthalmoscope in its field today 


are: 
Uses special 5.8 Volt Lamp which gives twice as 
much illumination as ordinary ophthalmoscopes en- 
abling more efficient observation of the fundus. 
This is invaluable’ particularly under conditions 
where tendency toward opacity requires more light. 


The AOE 


The unusually high illumination obtainable with the 
Giantscope permits the use of Polaroid* filters to 
eliminate annoying corneal reflections; red-free 
filter allows more defined and detailed image of 
retina and retinal vessel walls without interference 
from choroid; yellow filter gives sharp clear view of 
macula by reducing chromatic aberration. These 
filters can readily be swung into position. At all 
times sufficient light is available for viewing the 
fundus. 

Condensing lens system makes it possible to re- 
flect the light either from the uppermost edge of the 
mirror when examining eyes with small, contracted 
pupils, or lower down when the pupils are larger 
or dilated. : 

See this instrument at your nearest AO Branch, 


Giantscope 


The leader 
in its field 


or better still, call your AO Representative, and he 


will arrange to show you this accurate, time-saving 


ophthalmoscope at your convenience. stetete 


*® POLAROID CORP. 


American Optical 


COMPANY 


THE MAJOR CLINIC ASSOCIATION 


3100 EUCLID AVENUE KANSAS CITY, MISSOURI 


A Well Beautiful 
Bquipped Location 
Large, 
Institution Well Shaded 
for the Grounds 
Nervous and Spacious 
Mental Porches, 
Diseases and All Modern 
Alcohol Methods for 
Restoring 
Patients toa 
Tobacco 
Normal 
Addictions Condition 


HERMON S. MAJOR, M.D. HERMON S. MAJOR, JR. 
Medical Director Business Manager 
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Good News for Your Diabetic Patients 


The adequately treated diabetic patient has actual proof from 
laboratory reports to show that his condition has responded to treatment. 
If the patient is in coma, then proper treatment will save his life. If he 
is a chronic invalid because his diabetes has been neglected, then 
correct management will not only prevent death from coma but may 
restore the patient to good health. Few therapeutic procedures can be 
used by the physician with such precision and with such assurance of 
benefit as the modern treatment of diabetes. 

For prompt effect— 
Iletin (Insulin, Lilly), 40 and 80 units 
per cc. 

For sustained effect— 
Protamine, Zinc & Iletin (Insulin, Lilly), 
40 and 80 units per cc. 

Intermediate effects may be obtained by suitable admixtures of 
Insulin and Protamine Zinc Insulin. 


Litty 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 


~ 
3 
Units per PROTAMINE, 
U- Bate Carefully ULIN, LILLE 80 Units pet 
4 Units per ct y Shake Carefully 


BEHIND THE PEDIATRICIAN 


Keeping little ones well is the job of the pediatrician. si 
Nutrition, infection, injuries, and abnormalities in behavior b 
are his everyday problems. This day-in, day-out preoccupation p 
with the health of children gives the pediatrician a di 
profound, practical knowledge of his field and a keen CC 

ce 
or 
sk 


perception of the human equation. 

Pharmaceutical and biological products are playing an 
increasingly important role in the practice of pediatrics. 
Several diseases of childhood are preventable with to 
routine immunization procedures. Palatable vitamin ch 
preparations assure infants and young children of 
prophylaxis and cure of vitamin deficiency syndromes. 
Sulfonamides, penicillin, and streptomycin have sharply 


reduced the toll of many infectious diseases. Lilly research ve 
scientists are concerned daily with the yet unsolved problems in: 
facing the pediatrician. Sharper tools for the physician’s ph 
competent hands are certain to result. en) 
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LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 
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Eczema of the Hands* 


Paul A. O’Leary, M.D.** 


Rochester, Minnesota 


Dermatitis of the hands has both social and eco- 
nomic features that may be far-reaching. Not only 
is eczema uncomfortable, unsightly and annoying, 
but it may incapacitate the individuah to the point 
of causing financial difficulties. The pruritus may 
add materially to an already upset nervous system, 
so that a vicious cycle of pruritus, sleeplessness and 
“nervousness” is set up which aggravates the der- 
matitis to the point of making it more persistent 
and likewise resistant to treatment. The disease may 
be self-limited, as in occupational eczema of the 
hands, where the skin becomes “hardened” and the 
dermititis disappears, or it may be a permanent state 
in which remissions and exacerbations follow each 
other in a continuous pattern. A familial history of 
eczema or a history of infantile eczema (atopy) is 
significant in patients with dermititis of the hands 
because it indicates an allergic state or, if I may be 
permitted to use an obsolete term, an “eczematoid 
diathesis.” Although the word “diathesis” has be- 
come almost extinct, it still conveys the idea that 
certain patients who have eczema are “born to it,” 
or, in other words, are prone to display on their 
skins a reaction that we call “eczema.” Although due 
to different causes, the same morphologic features 
characterize most of the eczemas of the hands. 

Description 

Eczema or dermatitis of the hands consists of a 
vesicular or scaling, oozing or weeping, crusted or 
infected eruption of the hands. When in the acute 
phase it is characterized primarily by vesicles and 
erythema; when subacute, by scaling and erythema; 
and in the chronic phase, by. thickening or lichenifi- 
cation and scaling. Pruritus may be common to each 
Phase, and secondary infection may alter the clin- 
ical picture. 

Read at the meeting of the Kansas Medical Society, Topeka, 


Kansas, May 9-12, 1949. 
**Section on Dermatology and Syphilology, Mayo Clinic. 


The description of one form of eczema due to a 
known factor might well be the same as that of the 
type of eczema in which the cause is unknown. In 
other words, it is usually impossible to recognize the 
cause from the morphologic features alone, and for 
this reason patients are disappointed when a der- 
matologist is unable to determine the etiology of 
their difficulty by merely looking at the hands. Ac- 
cordingly, my discussion will be limited in the main 
to the types of conditions of which the cause can be 
demonstrated, and by some generalizations in re- 
gard to their treatment. 

The following types of eczema of the hands will 
be discussed: 

1. Fungus infections and “id” reactions; 

2. Irritants, contacts, occupational types; 

3. Infectious eczema, foci; 

4. Food factors; 

5. Neurodermatitis, atopic, dyshidrosis (pom- 
pholyx) ; 

6. Drug eruptions, iodides especially; 

7. Visceral disease; and 

8. Those of unknown etiology. 

To the dermatologic tyro, most of the patients 
who have a dermatitis of the hands have a “fungus 
disease,’ while to the experienced dermatologist, 
fungus diseases of the hand are comparatively rare. 
Fungus infections of the feet are common; in some 
of these patients a vesicular eruption of the hands 
develops which is known as an “id” reaction. The 
term “dermatophytids” is applied to this condition, 
which is thought to be the result of hematogenous 
distribution of the fungi or some by-product which 
sensitizes the skin of the hands. “Id” reactions may 
also produce an eruption on the arms or trunk. The 
“id” reaction is important because not infrequently 
the cutaneous sensitization that follows results in the 
development of an eczema that may require years to 
overcome. In other words, fungus infections of the 
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feet have more significance than merely blisters on 
the feet, because they may produce a vesicular erup- 
tion on the hands which at first may be an “id” re- 
action, a comparatively temporary affair, or it may 
result in the development of a persistent form of 
eczema. 

Fungus infections of the hands are difficult to 
recognize Clinically, but easy to prove with the aid 
of the microscope. It takes but a short time to clip 
off one of the vesicles, invert it on a glass slide, put 
a few drops of a 10 per cent solution of sodium 
hydroxide or potassium hydroxide thereon, allow it 
to soak for five minutes and examine it under the 
microscope. The mycelia and spores are readily 
found in patients with an acute phase of fungus in- 
fections, while in those who have the chronic form 
culture may be necessary to establish their presence. 

In the patient who has an “id” reaction no fungi 
are found in the hands, although they are present in 
scrapings from the feet. “Id” reactions on the hands 
usually are associated with a flare-up of the fungus 
infection of the feet, and often a result of over- 
treatment of the foot disease. I repeat for emphasis 
that fungus infections of the hands are rare, and 
that “id” reactions have been offered too frequently 
as the cause of an eruption of the hands. 

Dermatitis due to irritants or contacts, as in an oc- 
cupational or avocational disease, is seen frequently. 
The etiologic substance may work in one of two 
ways: first, by acting as an irritant it may produce 
a dermatitis; second, by acting as a sensitizer it may 
upset the skin equilibrium so that some other agents, 
chemical or otherwise, produce the eczema. In these 
latter cases the condition is difficult to recognize 
because the real etiologic agent may be overlooked 
in favor of the sensitizing substance. In industries, 
a dermatitis sometimes develops in workers shortly 
after they start on a new job and if they are able to, 
or from necessity have to, continue at the work, they 
may eventually overcome the dermatitis. The work- 
ers call this “skin hardening,” but unfortunately it 
does not develop in all those in whom such a der- 
matitis appears, and some must give up the work 
because they are atopic and do not overcome their 
sensitivity. 

It is impossible to enumerate skin irritants in a 
discussion of this type, because there are so many 
known factors that cause eczema of the hands. A few 
of the most commonly seen occupational dermatoses 
are those of housewives, dentists, physicians, chem- 
ists, lime handlers, workers whose hands are kept 
wet, and those who work with dyes, caustics and in- 
secticides. 

The patch test may help in determining the cause 
in cases of this type. The test may be done by ap- 
plying to the skin of the inner side of the arm a 
small piece of gauze soaked in a weak solution of 


the suspected substance; the gauze, which is covered 
with adhesive or plastic tape, is removed in twenty- 
four hours. A positive outcome of a test is one in 
which a reaction, varying from erythema to vesicula- 
tion, appears. In some individuals the reaction may 
be delayed and may require forty-eight or sixty 
hours to develop.. Caution should be used in em- 
ploying a patch test during an acute flare-up of the 
dermatitis, because of the danger of producing a 
severe exacerbation. A patch test is not always spe- 
cific and care must be used in interpreting it. A pa- 
tient may give a positive patch reaction to formalde- 
hyde, while the dermatitis may be due to mercury; 
the formaldehyde reaction in this instance may be 
the result of the state of sensitization the skin has 
developed. In my experience, intradermal or scratch 
tests have not been of much help in patients with 
eczema. The process of trial and error—that is, 
avoiding the suspected substance for a given period 
and then exposing the patient to it again—is some- 
times a practical method of determining its sig- 
nificance, although it must be borne in mind that 
this method may be misleading because the patient 
may be sensitive.to more than one substance. 

Staphylococci and/or streptococci may play a 
prominent role in maintaining dermatitis of the 
hands originally the result of some other factor. An 
example is an “id” reaction or a disturbance in the 
sweat mechanism which results in a vesicular erup- 
tion with an associated hypersensitization which 
creates a change in the skin on which the pyogenic 
organisms find a ready soil. 

The so-called recalcitrant pustular eruptions of 
the hands and feet have been a controversial sub- 
ject among dermatologists for several years, and the 
debate hinges on the etiologic significance of the 
presence of the staphylococcus and streptococcus; 
as to whether they are pathogenic or secondary in- 
vaders. It is difficult to attribute the cause of a 
dermatitis to micro-organisms cultured from a de- 
nuded, crusted and weeping eczema present for 
many years. The finding of foci of infection in 
teeth, tonsils and other structures recently has been 
offered again as an etiologic factor in this type of 
dermatitis. The term “bacterids” was suggested by 
Andrews! for this group, and has become popular. 

That ingested foods play a part in the production 
of eczema of the hand is a popular concept among 
patients, and no doubt the idea has some merit as 
the ‘result of experience and observations by those 
afflicted. Perhaps these patients control their eczema 
by elimination diets and do not come to the derma- 
tologist’s attention, because it has been my expe 
rience that a restricted diet while the patient is in 
the hospital has been of slight value in controlling 
dermatitis of the hands. Also, improvement follow- 
ing a dietetic regime must be given other consideta- 
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tions, suc!: as the many other factors that cause der- 
matitis; the fact that skin sensitizations often run a 
limited course; that “id” reactions and drug erup- 
tions likewise are self-limited and that their spon- 
taneous disappearance may be misinterpreted as the 
result of dietary efforts. The patient who attributes 
his eczema to a food and notices that not only his 
skin but also his gastro-intestinal tract is upset fol- 
lowing the ingestion of the specific foodstuff is apt 
to be correct in his observations. Drinking large 
quantities of citrus fruits or eating strawberries or 
raspberries to excess frequently is mentioned by pa- 
tients as a cause of their vesicular eruptions. It is 
difficult to prove this relationship scientifically, al- 
though it is so frequently reported by patients that 
there must be some merit to the reports. 

The term “pompholyx” or “dyshidrosis” has been 
given to the eruptions of the hands thought to be of 
a neurogenic origin. The concept that nervousness, 
fatigue or emotional stress could produce such a 
vesicular eruption did not find ready acceptance by 
those who felt that most of the dermatitides of the 
hands were the result of sensitization phenomena. I 
have felt for many years that certain of these vesicu- 
lar eruptions were in reality “tears of the skin.” The 
disturbances in the sweat mechanism which lead to 
the development of deep-seated vesicles, usually on 
the palmar side of the hands and fingers, which ap- 
pear overnight, run a course of three to six weeks 
and heal spontaneously, are rather common occur- 
rences, in my experience. It is difficult to make a 
diagnosis of pompholyx at the time of the patient's 
first visit; however, when the history reveals many 
repeated attacks occurring once or twice a year, and 
repeated failures to prevent the recurrences by diet, 
elimination of contacts and ruling out of “id” re- 
actions, the possibility that a neurogenic factor is in 
the etiologic background should come to mind. 
When the relationship of fatigue and the eruption is 
called to their attention, some patients interpret the 
reaction in terms of “speedometer” or “altimeter.” 
When they have been going too fast or have been 
keyed up too high, the resultant vesicular lesion in- 
dicates to them that they are in need of rest, re- 
laxation or less responsibility. The fortunate patient 
is the one who anticipates his fatigued state and 
seeks a change before the eruption appears. The in- 
fluence of emotional states on our sweating mech- 
anism is well known, and the effect of chronic ner- 
vous states producing dyshidrosis, retention of sweat 
to the point of creating small blisters, while acute 
emotional reactions produce excessive perspiration, 
is not difficult to understand. The diagnosis of 
pompholyx or dyshidrosis should be made after other 
etiologic possibilities have been eliminated. 

Another type of lesion frequently found in the 
hand is the lichen chronicus simplex or neuroder- 
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mite of the palm. It is characterized by thickening, 
scaling, fissuring, increase in pigmentation and itch- 
ing. It is frequently seen in women after the meno- 
pause, and was for some time thought to be evi- 
dence of a hormone deficiency. This concept now 
has been discarded in favor of a neurogenic or 
urticarial origin. The spasms of pruritus suggest the 
latter concept; namely, a localized urticarial reaction 
which causes itching, in which much scratching re- 
sults in thickening or lichenification, and which 
leads to fissures that, when superficially infected, are 
painful. 

Drugs also produce vesicular eruptions of the 
hands. Bromides and iodides may produce a small 
vesicular eruption, while the barbiturates and phe- 
nolphthalein may produce small blebs. Penicillin also 
produces an eruption which has the clinical charac- 
teristics of an “id” reaction. 

The seventh group of eczemas of the hand are 
those associated with visceral disease of varying 
types. Autoeczematization of the trunk, arms and 
hands which frequently follows a stasis dermatitis 
of the lower legs, with or without ulceration, may 
leave a residual eczema of the hands that is persis- 
tent. Visceral disease, especially malignant processes 
of the bowel, prostatic obstructions and hyperten- 
sive disease, may have associated with them eczema 
of the hands. 

The allergists search for allergens, which are the 
result of disturbances in the immulogic mechanism 
as the result of contacts, inhalants or ingested ecze- 
matogenic substances. This theoretic concept, al- 
though having a degree of popular favor, does not 
explain all our unsolved problems of eczema of the 
hands, and unfortunately they are numerous. In 
many of these patients the causative agent is not 
found, perhaps because of several factors or of some 
cause as yet unknown. In the atopic who starts with 
infantile eczema the problem of eczema of the hand 
is difficult to explain and is resistant to treatment. 


Treatment 

While the cause of the eczema is being sought, 
treatment to relieve the discomfort is in order. It is 
important to bear in mind several pertinent facts 
before prescribing for these patients. 

First, the presence of an acute vesicular eruption 
indicates that the skin, not only of the hand, but also 
of areas not involved, is hypersensitized and ac- 
cordingly is prone to react unfavorably to any thera- 
peutic agent that is not mild and soothing. 

Second, applications containing grease do not ab- 
sorb the serum exuding from the ruptured vesicles 
and therefore are usually uncomfortable. 

Third, applications should be of a type that are 
not messy, do not stain and are easily removed. 
When an extensive vesicular eruption involves the 
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greater part of both hands, the patient’s occupation 
becomes of secondary importance for the time being, 
so that wet dressings kept on continuously with the 
patient in bed often will save considerable time 
away from his work in the long run. The use of 0.5 


per cent solution of aluminum subacetate, or boric’ 


acid in 1 or 2 per cent solution, applied in a large 
“boxing glove,” fluffy dressing, usually is soothing. 
The gauze adjacent to the skin, rather than the 
bandage covering the gauze, must be kept wet. This 
may necessitate removing the dressing frequently 
and dunking it in a bowl containing the solution. 
When evidence of secondary infection is present, 
bacitracin in strengths of 500 to 1,000 units per 
cubic centimeter has been an outstanding wet dress- 
ing, in our experience. We have not as yet encoun- 
tered any evidence of sensitization to it. Potassium 
permanganate, in strengths of 1:15,000 or 1:20,000, 
or silver nitrate in 1:2,000 solution, although stain- 
ing, may be helpful. In addition, one of the antihis- 
taminic agents such as pyribenzamine or thenylene, 
may be used during the pruitic phase. 

During the subacute phase a soothing lotion or a 
mild ointment may be employed. Calamine lotion, 
allowed to dry, on top of which a 5 per cent boric 
acid ointment is applied, usually is well tolerated. 
Naftex, 10 per cent in zinc oxide, and ichthyol, 3 
per cent in zinc oxide, are both mild applications. 

In the chronic states, use stimulating ointments 
such as 1 per cent crude coal tar, salicylic acid in 1 
or 2 per cent to start, increasing gradually, according 
to tolerance or the amount of skin thickening, up to 
strengths of 10 per cent. In those with severe itch- 
ing, theophorin ointment has been the most satis- 
factory of the antihistaminic ointments. Patients 
dislike applications that prevent them from work- 
ing or limit their social activities, but we cannot 
always meet these requirements, and compromising 


to meet these demands usually results in unsatisfac- 
tory results. 

An eczematous hand is a sensitized hand—it re. 
acts unfavorably to many applications shortly after 
the onset, and while it is in the process of reaching 
the peak of the eruption is not apt to respond favor- 
ably to any application. In such cases it may be nec- 
essary to émploy several of the preparations men- 
tioned, bearing in mind that it is better to use the 
applications in weaker rather than in stronger dilu- 
tions. Overtreatment reaction, as the result of using 
remedies too strong and hence irritating, is a com- 
mon dermatologic problem, and time rather than 
medication may be the important factor in finally 
finding a remedy that is soothing. 

The use of cleansing agents and soap substitutes, 
in place of soap and water, is advisable for most pa- 
tients with eczema of the hands. Also, the use of 
protective creams in those found sensitive is of some 
merit, although frequently disappointing. 

The problem presented by eczema of the hand 
often is formidable. When the irritant can be dem- 
onstrated and contact with it henceforth can be 
avoided, the problem is simple, but unfortunately in 
most cases the condition is more involved. I have 
often said that unraveling the cause of eczema is a 
detective problem requiring a detailed history, trial 
of elimination with suspected contactants, patch 
testing in an effort to distinguish the significance 
of several suspected irritants, culturing and/or mi- 
croscopic examination for fungi or bacteria, elim- 
inating systemic disease, food suspects and recent 
medications and understanding the personality in- 
volved. Even when these things are adequately done, 
some patients continue to have eczema. 
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Office Diagnosis and Treatment of Diabetes Mellitus 
Glen R. Shepherd, M.D. 


Kansas City, Kansas 


The purpose of this paper is to emphasize the 
need for an increased informed interest in diabetes 
among general practitioners and internists, and to 
discuss the practical points in the diagnosis and 
treatment of diabetes mellitus. No discussion of in- 
termediary carbohydrate metabolism, the biochem- 
ical pathogenesis particularly as it relates to the 
pituitary and adrenal cortex,? nor of coma is in- 
cluded. 

The incidence of diabetes is such that it is now 
and will continue to be even more impossible for 
the treatment to be carried out only by that small 
group of internal medicine specialists who are called 
“diabetic specialists.” On the basis of various sur- 
veys, there are now in this country about 2,000,000 
active cases of diabetes mellitus, of which about one 
million are undetected and not yet under treatment. 
3, 3a, 4, 4a There are 55,000 new cases being discov- 
ered each year, in the course of insurance examina- 
tions and routine checkups. In the present popula- 
tion of this country, it is estimated that four to six 
million people will develop diabetes.* 

In the overall population, there is an incidence of 
from 1:70 to 1:200.!: 2 These figures, which sup- 
port the previous ones cited, deal only with active 
diabetes and exclude the potential cases now exhib- 
iting doubtful glucose tolerance curves. 

It is obvious, therefore, that the specialists cannot 
assume the entire responsibility for diabetes treat- 
ment. Cases are first seen by doctors in every branch 
of medicine from obstetrics to geriatrics. Most cases 
are first seen by the general practitioner, since these 
doctors constitute the largest group of practitioners. 
Were each new case of diabetes referred to a “dia- 
betic specialist,” of which there are relatively few, 
it would be impossible for all diabetics or even a 
majority to receive adequate treatment. And in ade- 
quate early treatment lies the greatest opportunity 
to ameliorate the disease and possibly delay com- 
plications’: 8. 10, 15, 22 

But before treatment can be started, diabetes must 
be first suspected and then diagnosed. Diabetes 
should be considered in any patient who is over- 
weight, with a history of diabetes in the blood rela- 
tives, with a history of glycosuria at any time, with 
gallbladder disease, with vulvar irritation (espe- 
Cially pruritus vulvae), in any patient with a cu- 
taneous infection, chronic ulceration, gangrene, de- 
layed wound healing, retinopathy, cataract, or neu- 
titi. These findings, in addition to the classical 
symptoms of polyuria, polyphagia, polydipsia, fa- 


tigue, and loss of pep should immediately demand 
an investigation into the possibility that diabetes 
mellitus is present. 

Dr. Elliot P. Joslin said it first, and Dr. Sheridan 
re-emphasized the same thought in a recent article’: 
that delayed diagnosis is enemy number one of dia- 
betics. If diagnosis is delayed until the patient pre- 
sents coma, the diagnosis must be further delayed 
for necessary laboratory work, because diagnosis of 
the unconscious patient is not easy. These delays 
may cost the life of a diabetic patient, and may in- 
crease the severity of the diabetes if the patient sur- 
vives them. 

Therefore, your first opportunity presents itself 
when any of the foregoing symptoms occur. The 
next step in diagnosis after such a history is an ex- 
amination of the urine for sugar, acetone, and dia- 
cetic acid as well as the non-fasting blood sugar. 

If only one urine specimen can be examined, it 
should be the one voided 114 to two hours after eat- 
ing a meal, since at this time the blood sugar is at 
its height in the diabetic and is most likely to be 
excreted in the urine! A finding of melituria in 
any degree should be followed by blood sugar ex- 
aminations within the following day or two. There 
are cases of melituria which are not due to glucose 
but to other sugars. This possibility can be elimi- 
nated easily by doing the fermentation test on the 
urine, since only glucose is fermented by yeast. 

In regard to blood sugar tests, the glucose toler- 
ance test is not used routinely for diagnosis, but it 
is valuable in deciding doubtful cases. For routine 
blood sugar testing, a single specimen drawn one to 
114 hours after eating a chiefly carbohydrate meal 
or after taking 100 grams of dextrose orally will give 
the most useful information.! This is so because in 
normal persons, the blood sugar has returned to 
nearly normal levels at this time after food inges- 
tion, while in diabetics it is still elevated. To clarify 
this, let us consider the blood sugar levels in normal 
people and again in diabetic persons. 

In the normal, the fasting blood sugar is below 
130 mgm. per cent, and usually in the range from 
70 to 120 mgm. per cent. The greatest rise after 
glucose ingestion will be at one-half to one hour, 
and this figure will not be greater than 170 mgm. 
per cent except in the case of elderly people, in 
whom higher half-hour to one-hour readings are not 
necessarily indicative of diabetes. At the two-hour 
post-cibal period, the blood sugar will have returned 
to or nearly to the fasting level. }. 2, 5. 7, 1¢ 
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In the diabetic, the fasting blood sugar is usually 
but not necessarily more than 130 mgm. per cent, 
which was the diagnostic level when only fasting 
specimens were used. However, a rise above 170 
mgm. per cent occurs after dextrose feeding, and at 
two hours the blood sugar level is still elevated to or 
higher than the peak it reached at one-half hour. 
The three hour post-prandial reading may continue 
elevated or may fall, but will not usually reach the 
fasting level. The essential point is that the blood 
sugar in a diabetic rises higher and remains elevated 
longer after eating than in a nondiabetic person. 
1, 2, 5, 7, 10 

Thus, if the single blood sugar one to 114 hours 
post-cibal is 170 mgm. per cent or higher, it is un- 
questionably abnormal and indicative of diabetes ex- 
cept in the aged (where you can’t accomplish as 
much by treatment anyway). One hundred and 
sixty to 170 mgm. per cent is a doubtful level and 
suggests the desirability of doing a glucose tolerance 
test. 

It is increasingly clear that the diagnosis of dia- 
betes mellitus will be missed in many if only fasting 
urine and blood samples are tested, for individuals 
can have normal fasting urine and blood sugars and 
still be diabetic.® 31 

Because of the life-long regimen which the dia- 
betic follows, it is important that no mistake occur 
by making the diagnosis of diabetes when the con- 
dition is not diabetes. Such other conditions might 
be termed diagnostic pitfalls. It is also important 
that the diagnosis of diabetes be attached to all who 
have the disease, even though they have no urine 
sugar, as may occur in older diabetics. 


B. Y. Glassberg!! demonstrated as long ago as 
1931 that sugar is not necessarily found in the urine 
at a constant blood sugar level of say 160 mgm. per 
cent in all persons, but rather that sugar may appear 
in the urine at blood sugar levels of from 100 mgm. 
per cent to above 250 mgm. per cent. Thus, aglyco- 
suric hyperglycemia does occur and might cause us 
to overlook diabetes if we rely upon urinanalyses 
alone for diagnosis. 

Other diagnostic pitfalls than aglycosuric hyper- 
glycemia are the non-diabetic meliturias, which can 
easily be ruled out by the yeast fermentation test 
of a urine containing reducing substances. Idiopathic 
renal glycosuria or constant urinary sugar with nor- 
mal blood sugar levels is said to occur, although it 
is uncommon. Another diagnostic pitfall is the use 
of the glucose tolerance test in a patient who has 
been fasting for several days or has been eating some 
bizarre diet with a lot of fat and little carbohydrate 
and protein consumed, for these can produce dia- 
betic curves and blood sugar levels in normal per- 
sons. 
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Having made the diagnosis of diabetes mellitus, 
those patients acceptable for office management 
from the beginning fall into three groups. The first 
and largest group are the adult overweights in whom 
the diagnosis of diabetes is made during preliminary 
survey of the patient. These obese diabetics fre- 
quently do not have the usual quadrad of diabetic 
symptoms.’ Obesity is frequently associated with dia- 
betes in people past middle age, and in them the 
diabetes is usually mild and controllable by diet 
alone, as with a reducing diet which would be used 
anyway, or with a combination of diet and small 
doses of insulin (under 30 units). They may have 
such an improved food tolerance after weight loss 
that they need no insulin with maintenance of opti- 
mum weight by diet. The second group of diabetics 
manageable in the office are the mild symptomatic 
diabetics—the mild ones being identified as those 
diabetics exhibiting easy control with diet and in- 
sulin, and having a longer period of safety between 
indiscretion and ketosis. The third group that can 
be adequately handled with office visits are selected 
cases with moderately severe diabetes, the selection 
being based upon a higher than usual level of in- 
telligence and cooperation. 


There are certain diabetic patients who require 
temporary hospitalization while their metabolism is 
being brought under control. Most child diabetics,. 
because they are severe cases intolerant to much 
error in insulin dosage and with a great potentiality 
for improvement if a strict early regimen is followed, 
fall into the group requiring hospitalization initially. 
Any severe infection in a severe diabetic requires 
hospital care, because of the everpresent possibility 
that ketosis and coma will develop, and because an 
infection increases the insulin requirement to an 
unpredictable degree. The diabetics which most 
urgently need hospitalization are those in diabetic 
coma, where hesitating inadequate therapy may 
cause death. Coma requires the full resources of the 
hospital and these should be available for imme- 
diate use. 


In order to treat the patient intelligently and ade- 
quately, we must bear in mind the goals of diabetic 
treatment. The first goal, unquestionably, is the 
avoidance of ketosis and coma. Coma is entirely 


preventable and completely curable if seen eatly. 
7, 8, 10 


The second goal, not entirely pertinent to this 
paper, is a normal growth rate in child diabetics. If 
childhood diabetes is well controlled by insulin and 
diet, the child will reach his full potential height 
and weight. If only fair control is achieved over the 
years of growth, two-thirds of the children will have 
a normal growth rate but one-third will suffer some 
degree of dwarfism.!5 At age seventeen, uncon 
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trolled diabetics who are short will, if well con- 
trolled, show a late increase in height bringing them 
almost up to normal. But short stature and sexual 
underdevelopment cannot be eliminated by good to 
excellent control after the precious years of growth 
are past. 

The third goal, in general, is the delay or preven- 
tion of complications. Specifically, by maintaining 
good diabetic control, early arteriosclerosis, retinal 
damage, cataract, and neuropathies may be prevented 
or their appearance delayed for years beyond the 
time they would occur in an uncontrolled or poorly 
controlled diabetic.’ 19. 16 22, 30 There is an uncon- 
firmed hypothesis in the literature that arterioscle- 
rosis is a part of the late diabetic syndrome rather 
than a complication. Until this is proved beyond 
reasonable doubt, the patient deserves our holding 
the conservative view that good diabetic control will 
delay the onset of arteriosclerosis in the diabetic. 
Arteriosclerosis may occur in the peripheral vessels 
as an obliterating phenomenon. It may appear in the 
coronary vessels, with well known results, or it may 
affect the renal vessels with nephritis ensuing.!° 1° 
18, 22 

The fourth goal, and one heartily seconded by the 
patient, is the allowance of as normal a life as is 
compatible with the first three goals. Although 
dietary discretion must be exercised and one or more 
injections of insulin may be needed each day, with 
adequate understanding by the patient, a reasonably 
normal life pattern can follow. The patient will al- 
ways cooperate much more eagerly if it is evident 
that you are working toward this goal of a nearly 
normal life. If meticulous weighing of the diet, fre- 
quent blood sugars, and multiple insulin injections 
through each day form the chief center of the pa- 
tient’s life with increasing self-absorption, you will 
have caused the diabetic to leap from the organic 
frying pan into the psychological fire. In the case of 
children, serious behavior problems result from over- 
strict over-emphatic regimentation.?”» 28 Various 
psychopathies are the result in the adult of such regi- 
mentation over-emphasis. Education of the patient 
in the nature of the disease forms an important ad- 
junct to treatment, helping to enlist voluntary co- 
Operation and avoiding psychopathic introversion. 

The general methods for achieving these treat- 
ment goals are the maintenance of physiological 
blood sugar levels, avoidance of significant glyco- 
suria, and maintenance of optimum weight. These 
are accomplished by diet, insulin, weight reduction 
of the obese, and exercise. 


You are treating a person with a metabolic disease 
and not just isolated diabetes mellitus. Therefore, in 
any treatment outline, reassurance and éxplanation 
of the disease ranks first in importance for long-term 
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success. The new diabetic is often panic-stricken. 
Consequently reassurance is first in order, but ex- 
planation of diabetes and your methods and goals of 
treatment rank a close second. A printed instruction 
sheet helps with the explanation, for the patients to 
read when they reach home and a state of lesser 
emotion. 


The patient is then questioned about food habits, 
when the large meal of the day is eaten, and the 
custom of an afternoon or bedtime snack. This in- 
formation allows the physician to pattern the diet 
suitably for each patient. Such individualization is 
highly necessary if patient cooperation is to result. 
The diet is written out in the blank spaces to the 
right of the form shown. No weighed rigid regi- 
men is now advocated for those diabetics treatable 
in the office. An estimated diet, usimg such house- 
hold measures as spoonfuls, glasses, and ordinary 
servings is good enough. You can’t completely 
change an adult’s food habits and expect continuing 
observance of the diet. Incidentally, it may be better 
to avoid use of the word diet around the patient, and 
talk instead of food lists, since many people have 
built up resistance and antipathy to any “diet.” The 
positive instead of the negative approach must be 
used in dealing with diet. By emphasizing prohibi- 
tions (negative approach), the patient is made 
doubtful, then reluctant, and often uncooperative. 
Present diabetic diets are not abnormal for carbo- 
hydrate and protein amounts, although some fat re- 
striction in the lower calorie diets may be noticed. 
The fat content of the diet should be, in grams, one- 
half or less the weight of carbohydrate allowance, 
and the carbohydrate should be 150 grams or more 
daily. Adequate protein intake daily is essential, 
although just how much is adequate is a moot point. 


The diet form illustrated in this paper provides 
the quickest and easiest way this author has yet 
found of fulfilling the above dietary requirements 
and individualization without needing to calculate 
each diet for each patient at the time. All food 
groups customarily eaten at the three meals are list- 
ed, followed by four columns of amounts, and at the 
right side, a blank space for the amount for a spe- 
cific patient to be filled in. In use, the estimated 
caloric need of the patient forms the basis for pick- 
ing the column. The average city patient does well 
on 1800 calories daily. The 1200 calorie list is used 
for reducing and can be quickly converted to 1000 
calories by subtracting a glass of milk. The person 
who does heavier work, such as on a farm, may re- 
quire 2200 calories or more daily to hold his weight. 
Choosing the column headed by the caloric amount 


‘ desired, the household measures given therein op- 


posite each food are copied on the blank spaces at 
the right of the form. If the noon meal is the larger, 
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Calories per day (approximately) ........ 1200 1800 2200 2600 
117 186 230 258 
Protein, Gms. 73 84 108 yy 
Fat, Gms. 53 80 104 128 
BREAKFAST 
Grapefruit Juice glass 1 glass 1V4 glasses 11 glasses 
Oatmeal none 14 cup 4 cup Vy cup 
none 
Toast 1 slice 1 slice 2 slices 2 slices 
none one one one 
Bacon none 4 strips 4 strips 4 strips 
none 
V4 oz. 1 oz. 1 oz. 
none V pat 1 pat 1 pat 
1 pat 
LUNCH 
Lean Medt................-- 50 Gm. 50 Gm. 100 Gm. 100 Gm. 
or or 
Egg. one one two two 
or or 
Cottage Cheese YY cup Y4 cup 1 cup lcup 
Bread 1 slice 1 slice 2 slices 2 slices 
2 slices 
Butter....... none \4 pat 1 pat 1 pat ae 
1 pat 
Milk, whole..................---- 14 glass 1 glass none none 
none 
3% Vegetable 47. 4T. 4T. 4T. 
9% Fruit 100 Gm. 100 Gm. 100 Gm. 100 Gm. 
150 Gm. 
MID-AFTERNOON OR BEDTIME 
Milk, whole 14 glass 1 glass 1 glass 1 glass 
or or 
1 bottle 2 bottles 2 bottles 2 bottles 
Soda Crackers two two three 
none 
Chocolate Milk... none none none 1 glass 
DINNER 
Lean Meat 200 Gm. 100 Gm. 200 Gm. 200 Gm 
or 200 Gm. or 
none two none none 
or none or 
Cottage Cheese .... none lcup none none — 
none 
Bread 1 slice 2 slices 2 slices 2 slices 
1 slice 
Butter none 14 pat 2 pats 
1 pat 
Milk 14 glass 1 glass none 
none 
18% Vegetable 3T. 3 T. 
9% Fruit 100 Gm. 100 Gm. 100 Gm. 100 Gm. 
150 Gm. 


VEGETABLES AND FRUITS 


Asparagus, fresh and canned 
Beans, green and wax 

Beet Greens 

Broccoli 

Cabbage 

Cauliflower 

Cucumbers 


Beans, scarlet runner 

Beans, snap 

Beets, canned 

Blackberries, w.p. (34 cup) 
Blackberry juice (34 glass) 


Chives 
Collards 


Apple Sauce, w.p. 
Apricots, w.p. 

Artichokes, French, Globe 
Asparagus Beans, pod 
Beets, fresh 

Blackberries (1 cup) 
Carrots 


Apple Juice (14 cup) 
Apricots (11 small) 
Beans, Lima, canned 
Cherries, sour (14 seeded ) 


Artichokes, Jerusalem, tuber 
Apples (14) and Apple Sauce 
Blueberries, fresh and w.p. 
Corn, Sweet, very young 


Beans, baked 

Beans, Red Kidney, canned 
Cherries, sweet 

Corn, canned 


Bananas (14 medium ) 
Beans, Lima, green, shelled 
Corn, Sweet 
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3% 


Lettuce 

Mustard Greens 

Okra, canned 

Radishes 

Rhubarb, fresh and w.p. 
Romaine 

Sauerkraut, fresh, canned 


6% 
Dandelion Greens 
Eggplant 
Gooseberries, w.p. (144 cups) 
Kohlrabi 
Okra, fresh 


Peppers, green, red 
Pumpkin, fresh, canned 


9% 
Cherries, red and white, w.p. 
(18 seeded ) 
Cranberries (1 cup) 
Currants (1 cup) 


Gooseberries, fresh (1 cup) 
Grapefruit, fresh and w.p. (half) 
Lemons and Limes (half) 


12% 


Grapes, w.p. (14 med.) 

Oranges and Juice (one or 44 glass) 
Peaches (1 small) 

Pineapple, fresh and w.p. 


15% 
Figs, w.p. 


Grapes, U. S. and European 
Kumquats 
Loganberries (4 cup) 


18% 


Crab Apples 

Figs 

Grape Juice, unsweetened 
Persimmons 


21-27% 


Cowpeas, Black-eye Peas, 
green, shelled 
Peas, green, shelled, old 
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Spinach, fresh and canned 
Squash, Summer 
Strawberries, w.p. (2 cups) 
Tomatoes, fresh and canned 


Tomato Juice, fresh and canned 
Turnip Greens, fresh and canned 


Muskmelon, Cantaloups, 
Honey-dew Melon (14 small) 
Peaches, w.p. (1 large) 
Plums, w.p. (4 small ) 
Squash, cushaw, winter 
Strawberries, fresh (1 cup) 
Turnips 
Watermelon (1 thin slice, 14” thick) 


Onions (1 large) 

Pears, w.p. (2 halves) 
Peas, canned 

Raspberries, w.p. (14 cup) 
Rutabagas 

Brussels Sprouts 

Peas, green, young 
Tangerines (2” diameter ) 


Pineapple Juice (14 glass) 
Plums (3 small) 

Prunes, w.p. 

Raspberries, Black, Red (4 cup) 


Mangos 
Nectarines 
Parsnips 
Pears (half) 


Pomegranates 
Potatoes 
Succotash, canned 


Prunes, fresh 
Sweet Potatoes 


Gm. = Grams. 30 Grams = 1 ounce. 


Glass—means a regular household tumbler, holding 8 ounce 


T. = tablespoonful. 


W.p. means water packed fruit (canned without syrup). 


100 Gms. meat is a piece the size of that contained in two hamburgers or 4 in. x 3 in. x 14 in. 


200 Gms. meat (about 14 Ib.) is piece size of regular serving steak. 
) in the above tables may be substituted for each other, as corrections in the 
amount of fruit have been made for differences in food value. 

The above vegetables may be substituted by increasing the amount correspondingly if a lesser value is taken, as 4 T. 
of a 9% vegetable in place of 2 T. of an 18% vegetable. 


Salads, of lettuce and cabbage, are not in food list as food value of these vegetables is small. If oily salad dressing is 
used, suitable amounts of butter must be omitted from that meal. 


The amounts of fruit in parenthesis ( 
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then the amounts for DINNER are placed opposite 
the corresponding foods for LUNCH and vice versa. 
As will be mentioned later, when insulin is given, 
a mid-afternoon or bedtime feeding is required to 
prevent reactions, according to the kind of insulin 
used, and thus a space is provided on the food list 
for writing in the amounts to be taken at these times. 
Since the 1800 calorie diet is used most often, two 
forms of this are listed, one (using the top figure 
when there is a choice in the column) for supply- 
ing a large breakfast, and the other for those patients 
who prefer a smaller breakfast. On the back of the 
form are listed the food groups of vegetables and 
fruits, so that well-nigh infinite variety in foods 
chosen is possible. Practically any patient can grasp 
the need of using two tablespoonfuls of a six per 
cent vegetable instead of four tablespoons of a three 
per cent vegetable. 

This form was developed by the author and has 
been used for four years without trouble or con- 
fusion on the patient's part. It is not copyrighted 
and may be copied by any doctor desiring to use it. 

In a patient who has not previously received treat- 
ment and who is not severely symptomatic and with- 
out ketosis, diet alone may be tried for a week. Frac- 
tional urinanalyses are done by the patient and their 
results are recorded by him to help the doctor in de- 
ciding if diet alone will control the diabetes. The 
urinanalyses are done most easily and accurately by 
using the Clinitest set, and its use should be dem- 
onstrated by the doctor on the patient's first office 
visit after his diagnosis is established. Patients are 
eager to learn, and often can (after watching the doc- 
tor demonstrate the simple technic of the Clinitest 
set with water and then with glucose solution) 
themselves perform the test. 

Of course, if the patient is severely symptomatic 
or shows diacetic acid and acetone in the urine, in- 
sulin from the start is mandatory. 

If insulin is indicated, by inability to achieve 
sugar-free urine and normal fasting blood sugars 
after a week of diet alone, the patient must have the 
injection technique explained and then repeatedly 
demonstrated. Then the patient must self-administer 
an injection (of sterile saline) while in the office, 
as fright and unsureness are greatest at the first in- 
jection. The use of the B-D insulin kit makes the 
use of insulin most convenient and thus helps assure 
daily injection. The syringe is kept in alcohol with 
needle attached, and each is boiled in the doctor’s 
office on each visit by the patient. Because alcohol 
can inactivate insulin, and is painful when injected, 
the patient must be shown how to evaporate it be- 
fore each injection by repeatedly withdrawing and 
pressing in the plunger. 

Present experience is that 30 to 50 per cent of all 
diabetics require insulin.”: 8. 1°. 13. 23 There are sev- 
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erai types of insulin on the market. If the final dos- 
age is less than 30 units, either regular, crystalline, 
or protamine zinc insulins may be satisfactory.?3 For 
the majority of diabetics requiring less than 30 units 
daily, PZI is satisfactory. Its action begins in four 
hours, reaches its peak in the eight to 20 hour pe- 
riod after administration, and gradually loses effec- 
tiveness in the 20 to 60 hour period. There is thus 
an overlapping of PZI effect from day to day, but 
this is not sufficient to make daily administration 
unnecessary. However, this overlapping makes a 
daily dosage adjustment unwise, as it takes about 
three days to note the consumate effect of each dos- 
age change. 

In the patients who are found to require more 
than 30 units daily, a combination of regular and 
PZI often gives best results.2>. 24, 25, 26, 29, 33 The 
combination may be given in the form of separate 
injections of each insulin, or a single injection of a 
mixture of the two. The mixture is a most flexible 
insulin, since the relative amounts of quick-acting 
and slow-acting insulins can be adjusted for each 
individual as needed. To start with, a 2:1 mixture, a 
mixture of two parts regular insulin to one part 
protamine zinc insulin, is used. Since the mixture 
has an inherent instability, the most advocated tech- 
nique is mixture by the patient just before use.?> 6 
The technique of mixing the insulin is as follows: 

1. Inject air into PZI bottle. 

2. Inject air into regular insulin bottle, and with- 
draw dose of regular insulin into syringe. 

3. Withdraw dose of protamine zinc insulin. 

4. Draw bubble of air into syringe containing in- 
sulins and repeatedly invert syringe to mix insulins. 

Globin insulin does not offer any advantages 
which cannot be duplicated with a mixture of PZI 
and regular insulin.’» 19. 25. 26, 29. 33 Globin insulin 
acts similarly to a 2:1 mixture of regular and PZI 
insulins, but completes its action in less than 24 
hours with no overlapping of effect. 

If PZI alone is being used, the late morning hour 
will be the most difficult time to achieve sugar- 
free urine without a nocturnal insulin reaction. How- 
ever, with normal urine quantities: a glycosuria of 
one-fourth to three-fourths per cent at that time can 
be ignored. When mixtures of PZI and regular in- 
sulin are being used, if glycosuria occurs in the 
morning hours after breakfast, the dosage of reg- 
ular in the mixture is increased. If glycosuria occurs 
during the night and before breakfast, the dose of 
PZI in the mixture may be increased. 

If PZI alone is used, it is frequently necessary tO 
give a bedtime meal of a glass of milk and two 
crackers to offset the occurrence of an insulin re- 
action during the night. When an insulin mixture 
is used, it may be necessary to suggest a mid-after- 
noon meal to prevent the occurrence of insulin re- 
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actions. 
If the patient is already on diet and insulin, mak- 


ing abrupt changes is not wise, but rather observa- 
tion of the present course by fractional urinanalyses 
and fasting blood sugars is best before changes in 
the regimen are instituted. 

While the patient is being regulated on either 
diet alone, or diet and insulin, the urine sugar tests 
made on specimens collected before each meal and 
at bedtime give the best indication of the diabetes 
situation. We direct the patient to void and throw 
away the specimen an hour before the meal, then 
void immediately before meal time and test that 
specimen with the Clinitest set. The result is re- 
corded and taken to the doctor on each visit. 

Exercise, following insulin and the meal, often 
subst tutes for increased amounts of insulin. Thus, a 
golf game in the afternoon may have to be com- 
peus.ited for by food-taking then: If it is difficult 
to ichieve sugar-free urines before lunch, a walk 
around the block after breakfast may accomplish it. 
Because of the metabolic effect of exercise, it is 
wiser for the diabetic patient to avoid athletic sprees, 
but rather engage in about the same exercise each 
day. 

Hypoglycemia or insulin reactions should not be 
feared except in older persons or those with car- 
diovascular disease, once the patient is informed as 
to their nature and treatment. They are due to miss- 
ing a meal or overdose with insulin. There is often a 
rebound hyperglycemia following a reaction, in 
which the liver releases glycogen stores in excess to 
buffer the too-low blood sugar with the result that 
the blood sugar rises too high after the reaction. Thus, 
a urine sugar during the post-reaction period might 
mislead you into believing that too little insulin was 
given when in reality, too much was administered. 
One must avoid insulin reactions in patients older 
than 45 especially, because of the coronary ischemia 
which may occur with a reaction in older people. 

Symptoms of an insulin reaction are as follows: 
(1) inability to maintain close attention—anxiety— 
emotional irritability; (2) feeling of drowsiness— 
weakness—diplopia; and (3) incoordination—auto- 
matism—unconsciousness. The signs are as follows: 
(1) tachycardia, mydriasis, perspiration; and (2) 
relief of all symptoms after sugar administration. 
Orange juice, because it contains a monosaccharide, 
works faster. 

No mandate about the beginning dose of insulin 
is possible. However, in a mild case, 10 units of 
PZI before breakfast may safely be used at first. In 
the more severe case, 20 units may safely be the 
starting dose, and this increased every three days 
as indicated by urine sugar, blood sugars, and symp- 
toms of the patient. 

In follow-up visits, the following should be done 
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as a minimum: (1) weight noted; (2) examine pa- 
. > . . “fe 

tients Clinitest record; (3) specifically ask about 
insulin reactions, colds or other minor infections 
since the last visit which might change tolerance, 
satisfaction with the diet, and general feeling; and 
(4) adjust diet, insulin, and exercise as indicated. 
The patient must be urged to consult you at the 
first evidence of any infection, or when glycosuria 
of over one per cent persists, or symptoms recur. 
Otherwise, twice weekly visits at first are sufficient, 
and as consistent control becomes a reality, once a 
week, then twice monthly, and finally once a month. 
The importance of continuing the diabetic regimen 
during health must be repeated to the patient at 
each visit. 
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Anococcygeal Teratoma in the Newborn: 
Report of a Case 


J. S. Hibbard, M.D., and G. J. Goodman, M.D. 


Wichita, Kansas 


For the development of congenital tumors, the 
hind end of the fetus takes one of the foremost places 
of importance. From the calculations of Calbert and 
Fochier, it appears that sacrococcygeal tumors of the 
newborn may be expected once in approximately 
34,500 births. One-fifth of these infants are still- 
born in consequence of difficulties in their delivery; 
others born alive, perish during the early days of the 
postnatal period. 

The teratoma is representative of more than one 
germ layer, frequently all three, and presents tissues 
of various organs in divers stages of development— 
from the fetal to the adult. The tissues of these va- 
rious organs are represented in a notable lack of 
orderly arrangement. Where there are many theories 
—there is no known cause; the acceptable theories 
on the origin of these teratomas are: defective clos- 
ure of certain embryonic clefts, misplaced blastom- 
eres, and wandering germ cells in the developing 
embryo. 

In the 74 cases reported since 1924, existence of 
the deformity was obvious on external examination 
at birth in 66 cases. Interestingly, girls predominate 
among the infants afflicted, the pathology being 
three and one-half times more common in the fe- 
male. Much more rare is the occurrence of ma- 
lignancy—two cases have been reported. 

Characteristically, the tumor is situated between 
the rectum and the lower segment of the vertebral 
column. The area of external attachment is limited 
to the region of the sacrum and coccyx. The cu- 


Figure 1. Photograph of the tumor intact, after removal. 


taneous surface of the tumor, of variable thickness, 
becomes quite thin in certain spots to which frag- 
ments of bluish membrane often adhere. 

The following report of a case fits well into the 
classic description of this rather infrequent tumor 
of the newborn. 


Report of a Case 

The case is that of M.C., a white female infant 
who was admitted to the surgical ward about 36 
hours after birth. The child was the result of a first 
pregnancy, the labor of which was uncomplicated. 
There is.no familial history to which the pathology 
could be related. 

Physical examination revealed a day-and-a-half- 
old well developed female infant in no apparent dis- 
tress. Pulse 140. Respiration 22. Examination of 
the various systems was essentially negative with 
the following exception: projecting from the ano- 
coccygeal region in the axis of the intergluteal fold, 
was a mass, not unlike a cucumber, about ten cm 
long, seven cm wide and four cm thick. Its base of 
attachment at the anococcygeus was smaller—about 
5x3 cm. The mass itself had a smooth, lobulated sur- 
face covered by thin atrophic skin, which at the in- 
ferior pole was purplish in color and on the verge 
of necrosis. Its consistency was soft and fluctuant 
and gave the impression of being loculated. It was 
only slightly moveable on its base. Transillumina- 
tion was apparent in only a few places indicating a 
cystic and solid nature. No transmissible thrill was 
discerned between the mass and the anterior fon- 


Figure 2. Cross section of the tumor, showing the round white 
mass resembling a brain. 
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tanelle. X-ray examination revealed the absence of 
spina bifida and other bony deformities. The diag- 
nosis of anococcygeal teratoma was made. 

The infant was operated on about 12 hours later 
and the following procedure carried out: an ellipti- 
cal incision in the skin was made about the base of 
the tumor and sharp dissection carried downwards 
to the dorsum of the coccyx. The tumor was fairly 
easily separated from the surrounding tissue in which 
it appeared to be lying. The only point of absolute 
attachment was by a thin fibrous cord pinning the 
deep surface of the tumor to the tip of the coccyx. 
This cord was severed close to the coccyx and the 
tumor removed from its bed. The skin was then 
undermined and the fascia and skin were approxi- 
mated by layers of interrupted 4x10 silk sutures. The 
infant left the operating room in good condition. 

The postoperative course was entirely uneventful 
with the exception of a very short period (30 sec- 
onds) of cyanosis folowing aspiration of its feeding 
On its sixth postoperative day. 

Pathological report: the cut surface revealed a 
mass which was partly cystic and partly solid. In one 
of the cavities lay a small rounded structure the size 
of a pea, resembling a fetal head. The microscopic 
section showed variable structures. There were nu- 


277 


merous glands resembling intestinal glands contain- 
ing mucin cells. Other glands show much lower 
epithelium. There is some muscle tissue. Some of 
the glands closely resemble mammary glands. There 
is definite brain structure with ganglion cells. 


The case reported is characteristic of most cases 
of anococcygeal teratoma in the newborn. This path- 
ological condition should always be remembered in 
the differential diagnosis of masses in the inter- 
gluteal region, for it usually lends itself to a surgical 
cure. 


References 


1. Alexander, L. by and Stevenson, L. D. Am. J. Clin, Path. 
16: ag July 19. 

2. Barbera, G. Case in a 2 year old. Ann. ital. di chir. 21: 
Jan. “Feb, 1942 
Oraffin, L. Clinical aspects of sarococcygeal teratoma. S.G.O. 
69: 341, 1939. 

4. Composa, Figores, E. Arch. cubanos, cancerol. 2:129-132. 
April-June 1943. 


p ‘as N. Trigeminal teratoma of sarcum. J. Mich. Med. Soc. 

6. Lozoya, L. Bol. med. d. Hosp. inf. Mexico, 2:99-104. May- 
June 1945. 

936 Marshall, C. G. Sacrococcygeal teratoma New Eng. J. Med. 
1936. : 

8. Ruiz, Fernandez. C. Rev. espan. obst. y ginec. 4:326-329. 
May 1946. 


9. Smagghe, H. Rev. belge. sc. med. 14:96-102. March 1942. 

10. as G. Giar. di. med. 2:385-388, April-May 1945. 

11. Theis, F. 
489-1944. 

12. Woodruff, S. R. Sacrococcygeal teratoma S.G.O. 
489. Nov. 1944. 


. Sacrococcygeal cyst teratoma S.G.O. 79:482- 
79:482- 


i 
' 


278 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Richter’s Type Hernia of the Transverse Colon 


A Case Report 
M. V. Laing, M.D., and C. D. Blake, M.D.* 


Kansas City, Kansas 


Introduction 


In a Richter’s type of hernia only a part of the 
circumference of the bowel is involved. This portion 
of the bowel may rapidly become gangrenous, yet the 
lumen remains open to some degree. Richter first 
described this type of hernia in 1778. It is a rare 
finding. Cattell! noted that in 1913 R. H. Fowler 
reported two cases; one involved the cecum and the 
other the appendix. In 1928, Rhodes! reported 45 
additional references and included three histories 
with a true Richter’s hernia and three patients with 
a knuckle of small intestine in ventral herniae. In 
1929, Bissell recorded two cases and Orr one in 
1930.! Newerla and Connally? reported 230 cases of 
a strangulated appendix in femoral herniae. Masten> 
reported a case of Richter’s herniae involving the 
small bowel in the femoral ring. Sartorius* wrote 
of a case of strangulated Richter’s hernia of the 
smal] intestine in an indirect inguinal hernia. No 
report describing a Richter’s type hernia of the trans- 
verse colon was found in the literature reviewed. 

Richter’s type of herniae occur most commonly at 
the femoral ring. Cattell’ noted involvement of this 
site in 90 per cent of the cases. Herniation of the 
terminal ileum into the right femoral canal occurs 
most frequently. Long standing reducible herniae 
are more commonly involved; rarely a hernia that 
is irreducible or a hernia of recent origin. The 
amesenteric border of the bowel is always involved 
with no impairment of the general circulation. How- 
ever, this absence of a mesentery promotes early 
gangrene of the contents of a Richter’s hernia. Adults 
only are affected and women more so than men. 

The symptoms and physical findings resulting 
from a Richter’s type hernia may be minimal and 
indefinite. Most commonly the symptoms suggest 
a partial or beginning intestinal obstruction, yet a 
few may present the clinical picture of a strangu- 
lated hernia. Not uncommonly found is a painful 
and reddened tumor with a surrounding cellulitic 
type of reaction. There may be local tenderness with 
pain referred far distant from the involved point. 


Case Report 
G. R., a 65-year-old colored woman, was admitted 
to the hospital on September 9, 1948, complaining 
of abdominal pain of three days duration. Follow- 
ing a gradual onset this pain progressed in severity 


*Fellowship of Boylan Trust Fund. 


and on admission was described as a non-radiating, 
dull, aching pain localized to the site of an old 
umbilical hernia. There was also minimal nausea 
without vomiting. Past and present histories were 
non-contributory. When admitted, this obese, col- 
ored woman did not appear acutely ill. Her tem- 
perature was 97.6 degrees Fahrenheit; pulse 112; 
respiration 28; blood pressure 124/80. Physical find- — 
ings were limited to a reddened, tender mass eight 
by 11 centimeters in diameter located just to the 
left of and inferior to the umbilicus, with pitting 
edema of the overlying skin. An initial leucocytosis 
of 12,900 with 78 per cent polymorphonuclear cells 
was the only significant laboratory finding. With a 
diagnosis of an incarcerated umbilical hernia the pa- 
tient was taken to surgery for exploration. At opera- 
tion an incarcerated umbilical hernia with strangula- 
tion of a portion of the greater omentum and a 
Richter’s type hernia of the left midportion of the 
transverse colon was found. This hernia involved 
approximately two-thirds of the amesenteric border 
of the bowel wall, which was gangrenous. The 
necrotic omentum was removed and a Mikulicz’s 
type of colostomy was done to exteriorize the in- 
volved portion of the transverse colon. 

The patient’s immediate postoperative condition 
was excellent and six hours following surgery she 
was able to be up. In addition to the usual post- 
operative medications she received penicillin pro- 
phylactically..On the second postoperative day the 
colostomy was opened. On the eighth postoperative 
day the skin sutures were removed and large clamps 
applied to the spur of the Mikulicz type of colos- 
tomy. Digital examination of the colostomy four 
days later disclosed an adequate stoma between the 
two opposing loops of bowel. 

As indicated, to this date the patient's course was 
uneventful. She had been up and about at will and 
without complaint. Her highest temperature of 
100.6 degrees was on the first postoperative day 
and on the 12th postoperative day penicillin was dis- 
continued even though the patient continued to run 
a low grade febrile course. On the 20th postopeta- 
tive day the patient complained of sudden, severe 
pain in the right lower chest. Because of a question- 
able urinalysis report and a negative physical €x- 
amination on this date, she was given sulamyd on the 
basis of a possible urinary tract infection and was 
again given penicillin. The highest temperature 09 
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this date was 100.4 degrees with a pulse rate of 88. 
On the following day she again felt well with no 
pain despite a temperature of 103 degrees and a 
pulse of 100. On the 24th postoperative day she 
again complained of severe pain in her right chest 
and had rales in both lung bases, a temperature of 
100 degrees, a pulse rate of 118, and respirations of 
24. During the night she also complained of some 
dyspnea but by the following day she again felt much 
better. She was given sulfadiazine and carbon diox- 
ide inhalations, and the penicillin was continued. 
Blood studies were negative with a leucocyte count 
of 5,900 including 59 per cent of the polymorpho- 
nuclear series. 

Having made definite improvement, and with 
normal temperature readings for two days, all anti- 
biotic and chemotherapeutic agents were discon- 
tinued on the 27th postoperative day. Two days 
later an occlusive dressing was applied to the colos- 
tomy site and she then passed several formed stools 
per rectum. The patient felt quite well and was 
active although she continued to run a low grade 
temperature. Thirty-three days after operation she 
again complained of severe, knife-like pain in her 
right lower chest, accentuated by respiratory move- 
ments. There were rales in the lower right chest 
with respiration of 30 but no dyspnea or cyanosis. 
The blood pressure was 150/84 and the pulse 124. 
In addition there was a leucocytosis of 19,400 with 
66 per cent polymorphonuclear cells. A chest x-ray 
disclosed a possible pneumonia with atelectasis in 
the right base. Her highest temperature on this 
date was 101.4 degrees. Penicillin and sulfadiazine 
were resumed and she was restricted to bed. The 
possibility of a pulmonary embolus was considered. 
The next day she felt much better and at this time, 
with a temperature of 101.6 degrees and a pulse of 
124 beats per minute, there were decreased breath 
sounds and crepitant rales over the right lung base 
with decreased diaphragmatic excursion on the right 
side. The leucocyte count was 13,050 with 67 per 
cent polymorphonuclear cells. A repeat x-ray of the 
chest showed no change. From this date she con- 
tinued to improve with an occasional temperature 
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reading of 99 degrees and a pulse rate range of from 
80 to 100. Because of a rather rapid drop in the 
leucocyte count and the development of anemia dur- 
ing this interval, the sulfadiazine was discontinued 
and the penicillin continued as a single injection of 
300,000 units daily. Two 500 c.c. blood transfusions 
were given to the patient. On the basis of a mod- 
erately rapid pulse rate, a digitalizing dose of Puro- 
digin was given with no apparent effect. Ambula- 
tion with moderation was permitted. On her 45th 
postoperative day the patient was found uncon- 
scious in the bathroom, in shock, with a rapid, weak 
pulse, a cold clammy skin and bathed in perspira- 
tion. She was given oxygen and coramine and re- 
gained consciousness but remained in severe shock 
with a blood pressure averaging around 80/40, when 
it could be obtained. The pulse rate varied between 
140 and 160 and on one occasion the respirations 
were counted at 32. One dose of morphine sulphate 
was given subcutaneously. The patient complained 
of no pain at this time. Marked cyanosis and dyspnea 
continued and all extremities remained icy cold. An 
electrocardiogram was taken and disclosed the prob- 
ability of an acute pulmonary infarction. Death oc- 
curred six hours after the onset of this last com- 
plication. At autopsy a massive pulmonary embolus 
was found although the site of possible origin was 
not determined. 


Summary 
Presentation of this case of a Richter’s type hernia 
of the transverse colon is for record only, since no 
reports of a like lesion could be found in the litera- 
ture reviewed. The record of the patient's post- 
operative course and subsequent death is included 
for completeness. Rather unusual in itself is the 
story of multiple embolic phenomena and death 
from a massive pulmonary embolus 45 days after 
operation. 
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CHILD WELFARE PAGE 


The Stillborn 


“...While Death forbids another to wake, 
And the son that it took nine moons to make, 
Expires without even a twinkle.” 


DEFINITION 


In the United States, a stillborn infant is one of more than 20 weeks gestation who shows no sign of 
life, not even a heartbeat, after being completely delivered outside its mother’s body. 


IMPORTANCE 


Added together, the stillborn form a considerable wastage of human life. Last year in Kansas there were 
641 reported. For every 1000 live births there were 15 stillbirths. One out of every 75 pregnancies carried 
past the fifth month ended in a stillborn child. 


CAUSES 


Not accurately known. The reporting of causes suffers from certain errors of logic, as well as careless- 
ness. If the fetus died in utero, some factor operating in the intra-uterine environment must be responsi- 
ble for death. Prematurity and atelectasis, often given as causes, are obviously not valid; there is nothing 
inherently lethal in prematurity, and if an infant is stillborn its lungs cannot reasonably be expected to ex- 
pand. Most congenital malformations in this age group are compatible with extended intra-uterine life. 
“Toxemia of pregnancy” is something less than satisfactory, as with care the fetal mortality from toxemic 
mothers need not show an increase over normal. “No reason” is an alarming death diagnosis; “no ascer- 
tainable reason” is attractively honest if disappointing. 


Autopsy series give the most reliable data, but are not always able to fix a cause. In general, such deaths 
fall into three major categories: (1) Asphyxia or anoxia from birth stresses, prolonged inhalation anes- 
thesia, compression of the cord, and especially premature separation of the placenta, (2) Intracranial hem- 
orrhage from the usual reasons and (3) Developmental Defects, particularly of the central nervous system. 
A small number die from infections, including syphilis. There is a miscellaneous group, that takes in cer- 
tain erythroblastotics, and a fairly large number that are unexplained. 


PREVENTION 


Possible in some cases, but (1) In a predominantly rural state medical attention and hospitalization are 
not always instantly obtainable for obstetrical catastrophies, (2) very many stillborns are prematures, with 
a limited life:expectancy even if born alive, (3) the death of a somewhat damaged baby may be preferable 
to subjecting a young mother to the present and future hazards of operative delivery. 

The most feasible preventive measures include: a first-class diet during pregnancy, adequate prenatal 
care, with einphasis on the control of toxemia and the evaluation of compatibility between fetal head and 
maternal pelvis, continuous attention to the fetal heart rate during labor, more frequent use of Jocal an- 
esthesia, and avoidance of internal version and high forceps whenever possible. 


REPORTING 


A nuisance required by law which must be accomplished on a special certificate. To make it contribute 
to a statistical tool useful to medicine, the certificate should at least contain (1) an accurate birthweight, 
(2) the most exact statement possible of the causes, fetal and maternal and (3) a notation as to whether 
the infant died before or during delivery. Without such data reporting is, medically speaking, a waste of 
time. The accuracy of the cause of death will usually be increased several hundred per cent if an autopsy 


is performed. 


Prepared by Committee on Child Welfare 


| 
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CANCER PAGE 


Cancer of the Tongue | 


Malignant lesions of the tongue most frequently occur on the dorsum, lateral margins, or near the tip. 


For this reason the patient, as a rule, notices the lesion rather early and the doctor can quite easily find the 


growth during simple office examination. 


Lay education is endeavoring to bring the patient in to the doctor’s office at an earlier date, and periodic 


examinations are permitting the family physician to discover such early lesions in the office. 


In general, carcinoma of the tongue is a rather vicious growth, spreading locally with rapidity and elusive- 


ness. Metastasis to cervical glands frequently is early. 


If treatment is to be successful in cases of carcinoma of the tongue, the lesion must be seen and recognized 
early. Treatment of the early lesions, with either irradiation or surgery, is successful in 50 per cent or more 
of the cases. Excision of the lesion, surgically, is accomplished by partial resection of the tongue. The cer- 
vical glands involved may likewise be removed at a separate operation. Therapy with radium or x-ray is 
equally as efficient as surgery, and has largely replaced the mutilating radical surgical procedures done in 


past years for extensive growths in this region. 


Leukoplakia or any irritated area on the tongue should be viewed by the examining doctor with sus- 
picion, and should be followed closely for the appearance of induration, ulceration, or evidence of a devel- 


oping new-growth. 


Biopsy of these lesions is readily accomplished and not only serves to establish the exact diagnosis, but 


may assist the radiologist or surgeon in planning the course of therapy. 


Prepared by Committee on Control of Cancer 


4 
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PRESIDENT’S PAGE 


Dear Doctor: 


The statement has been made as one of fact by one of the proponents of socialized medicine that the 
only people in the United States receiving adequate medical care are the very wealthy living in large 
urban areas. Let us ask the question, is this statement correct? Is it based on fact? Is there a conscience 
back of it? Is it fair to the thousands of American doctors who are in many instances devoting 15, 18 or 


20 hours a day to caring for the sick? 


Kansas is most certainly not composed of wealthy urban people. It is a rural, sparsely populated state. 
Let us examine the statistics concerning the kind of medical care Kansas people are receiving. You will 
find that 50 years ago there were 20 or more maternal deaths for each 1,000 live births. That has been 
consistently reduced until in 1948 it stood at less than one maternal death per thousand. In this rural 
area where the people are without adequate medical care, according to some opinion, our maternal death 


rate is considerably better than the national average and well toward the top of all states.’ 


According to the Surgeon General the mortality due to battle wounds was reduced 600 per cent in the 30 
years between World War I and World War IL. These statistics, translated in terms of industrial health, 
would indicate that the industrial worker can expect a similar benefit as to morbidity and mortality. Com- 
parable advancements have been made in most fields of medical care, as may be illustrated in the normal 


course of pneumonia today as contrasted with the stormy six or eight weeks illness of a few years ago. 


In talking with your patients about socialized medicine you can draw many other illustrations from your 
own private practice. You will find that there are arguments based on facts to support the stand we have 
taken in an effort to preserve the American way of life. The effectiveness of these arguments depends upon 
the way in which you present them to your patients. You have a definite responsibility to your patients and 


your community. 


Sincerely, 


19) 
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EDITORIAL COMMENT 


The A.LM.A.—A Union 


Mr. Becker, we are glad you came to Kansas to 
tell our Society what your United Automobile Work- 
ers want in the way of medical care. Much of what 
you said is true, and your willingness to discuss your 
needs will certainly make future negotiations be- 
tween your group and ours easier. 

But there are some words which you and we do 
not understand alike and those should be clarified in 
the beginning. For instance, you said the A.M.A. is 
a union just like the C..O. Perhaps we fail to 
understand your union, but we can tell you about 
ours. Then you decide if there is a difference—or 
if you still consider us a union at all. 

In its 100-year history the American Medical As- 
sociation has raised the standards of its members, 
but along different lines than yours. Our union has 
shown little if any interest in shortening our hours 
or in raising our income. Our union has made it in- 
creasingly difficult for us to join, requiring high 
educational standards for admittance. Now, this is 
not aimed to benefit us; it is done for the benefit of 
our employers. Our union can now guarantee that 
we are qualified for our job, which assures the pros- 
pective employer that our work is dependable. 

Our union also inspects the tools with which we 
work. We are regularly instructed in the proper use 
of these tools so they will be safe. Yes, we stress 
safety as constantly as you do, but there is a dif- 
ference. Our union demands safety for our employ- 
ers, not for ourselves. Not only that, but we con- 
stantly search for more efficient tools. You might 
call these labor saving devices. They reduce the work 
we need to do, and we regularly replace our tools 
for others that are better. Again that is done to bene- 
fit our employer—it is not directed to aid us. 

In fact, the union that is the A.M.A. constantly 
suggests ways to prevent the need for our services 
and to shorten the term during which our work is 
necessary. This is a saving to our employer both on 
a unit cost basis and in terms of increased produc- 
tion. 

The medical trust, as you called it, has never 
staged a strike or a slow down at any time, neither 
for shorter hours, for better working conditions, nor 
for higher pay. And when long periods of overtime 
are required, more often than not without overtime 
pay, during war, in an epidemic, or at the scene of 
a disaster, we havé continued to work because we 
believe our services to be necessary. 

There is another difference too. Our union spends 
much of its time studying ways in which our services 
can be obtained more economically. You wil call 
this collective bargaining but we contract with our 
employers, thei liborer you represent, the farmer, the 


merchant, on a basis whereby he may obtain more 
efficient work at less cost. We are earnestly en- 
deavoring to safeguard him against the hazards of 
unexpected expenses through prepayment plans. 
That again is a union activity directed toward giving 
the employer more for his money. 

And our opposition to programs of federal com- 
pulsory tax supported plans is not, as you said, self- 
ish. The record in nations where this has been tried 
proves its inefficiency, and even if we try to profit 
by the mistakes made elsewhere the government of 
the American people has, you will surely agree, not 
distinguished itself in recent years for economy. We 
want to give you the best service in the world at a 
cost that will not disturb your economic welfare. We 
are perfectly willing to negotiate with you on this 
point, but we know neither goal:can be achieved 
under government direction. So in that realm our 
union has again spoken out for us, but once more in 
your own defense, not ours. The A.M.A. is interested 
in health legislation but it is your health rather than 
ours that has prompted this interest. 

So you see, Mr. Becker, our union works toward 
increasing our efficiency so our employer may real- 
ize greater profits of his own. We rather regard our 
union as partners with your union and all persons 
in this nation. We believe we can help you achieve 
some of the goals you seek, that when your economic 
conditions are good ours will be good too, that this 
practice will make ours a stronger and a better na- 
tion of free men than we have been before. There- 
fore, our efforts are directed toward those fields. 

Now, Mr. Becker, if these are proper ideals for a 
union, then we are a proper union. If not, then surely 
one of us is wrong either in our philosophy or at 
least in our understanding of the word union. 


Charles S. Huffman, M.D. 
General Practitioner of the Year 

A blend of the old and the new in medical prac- 
tice, embodying the best of the two periods, is found 
in the person of the Kansas General Practitioner of 
the Year, Dr. Charles $§. Huffman of Columbus. He 
typifies the physician most often referred to as the 
“old country doctor,” but he also exhibits the char- 
acteristics of the modern physician. He is unim- 
pressed by today’s emphasis on good public rela- 
tions for the profession, for he considers that only 
an expression of the tenets he has always held— 
that in addition to providing good medical care for 
his patients a physician must maintain an interest 
in his community, serve his state and his nation, and 
give freely of his talents for any cause. =) 

Dr. Huffman’s service to his community began 
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in 1890, when he opened his office in Columbus, 
and today at 84 he is stilk active in his profession. 
His service to the Kansas Medical Society, includ- 
ing 15 years as constitutional secretary and two 
years as editor of the Journal, was climaxed in 1917 
by his election to the highest office the Society can 
bestow, the presidency. 

It is with good reason that Columbus looks upon 
Dr. Huffman as its most eminent citizen for he has 
distinguished himself in many fields other than 
medicine. In spite of a busy practice he accepted the 
responsibility of representing his community in the 
state legislature, and for 16 years he was a member 
of the Kansas Senate, leaving that post only to serve 
two terms as lieutenant governor. As a state official 
he was instrumental in establishing the University 
of Kansas School of Medicine at Kansas City and in 
securing appropriations for public health projects, 
hospitals and state institutions. Later, when the State 
Board of Administration was created, He became its 
first chairman and held that important post for six 
years. 

In times of national emergency Dr. Huffman vol- 
unteered his services to the nation. During the 
Spanish-American war he served as medical officer 
of the famous 20th Kansas Regiment of United 
States Volunteers in the Philippine Islands. During 
World War I he was adjutant general of Kansas, 
in charge of administering the first selective service 
draft which inducted more than 85,000 young men 
into all branches of service. 

Kansas takes pride in this statesman and patriot 
and has honored him in many ways. The Kansas 
Medical Society too recognizes his accomplishments 
and takes pleasure in bestowing on him the title 
“General Practitioner of the Year.” 


Help for the Hard of Hearing 


Progress toward aiding the hard of hearing and 
the deafened is comparable to other advancements 
in medicine. Mechanical devices such as hearing 
aids are effective in extending the span of hearing 
for many who would otherwise have lost contact 
with the world of sound. Numerous surgical pro- 
cedures have been developed that also contribute 
toward the reduction of hearing loss. 

The fenestration operation, for instance, is today 
well out of the experimental stage and has been 
placed in the category of accepted procedures. Even 
though the fenestration procedure remains beneficial 
only for a time in most cases, it is nevertheless an 
extension of the years during which a patient may 
hear. And while it is true that fenestration is not 
universally successful, these statistics compare favor- 
ably with many other surgical procedures. In a series 
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of 151 cases reported in the New England Journal 
of Medicine recently, less than one per cent showed 
a hearing loss after the operation and only 13 per 
cent failed to improve beyond the hearing level 
prior to the operation. Cases of course must be se- 
lected, and considerable skill is required in the oper- 
ative technique. However, the procedure is not 
especially: hazardous and very few complications are 
likely to occur. 

Of more immediate importance, however, is the 
child with handicapped hearing. It has been esti- 
mated that there may be two million such children 
in the United States, that possibly the percentage is 
as high as one in seven. Hearing problems are most 
frequently discovered by the family physician, and 
success of any program to restore the hearing of 
these children or to adjust them to their hearing dif- 
ficulties depends largely upon the good advice given 
the family by the family physician. If every physi- 
cian would take a few moments to encourage fam- 
ilies of deaf children, it is quite possible that many 
would ultimately have their hearing improved. 

The physician should know that Kansas is con- 
ducting a clinic for the parents of pre-school deaf 
children this summer. It will be held at the School 
for the Deaf in Olathe, and the parents of all deaf 
children of pre-school age are invited to attend. 
There is no expense to the parents as even the living 
costs will be paid. This program has been approved 
by the Kansas Medical Society and is under the 
medical supervision. of the University of Kansas 
School of Medicine. Parents who are interested 
should be instructed to write Mr. Stanley D. Roth, 
superintendent, Kansas State School for the Deaf, 
Olathe, Kansas. This should be done early because 
the clinic will be held between August 24 and Au- 
gust 31. 

This again is a public service project initiated by 
the physicians of Kansas for the benefit of the peo- 
ple of this state. Any physician knowing of a family 
that will qualify for attendance at this clinic should 
notify that family. He will be rendering them a ser- 
vice by recommending their attendance. 


Auxiliary Holds Annual Meeting 


The annual meeting of the Woman’s Auxiliary t0 
the Kansas Medical Society was held at Topeka dur- 
ing the Society meeting. The following officers were 
elected: president, Mrs. Charles H. Miller, Parsons; 
president-elect, Mrs. John A. Billingsley, Kansas 
City; first vice president, Mrs. C. C. Tucker, Wichita; 
second vice president, Mrs. M. A. Brawley, Frank- 
fort; third vice president, Mrs. O. W. Longwood, 
Stafford; recording secretary, Mrs. W. J. Biermann, 
Wichita; corresponding secretary, Mrs. Guy W. 
Cramer, Parsons; treasurer, Mrs. H. L. Collins, Beloit. 


= 
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rbunual Session, Kansas WUedieal Society 


The 90ch annual session of the Kansas Medical 
Society was held at Topeka, May 9-12, 1949. Al- 
though a complete count of those attending the va- 
rious sessions is not available, registrations at the 
entrance to the scientific assembly hall showed the 
following totals: physicians, 642; members of the 
Woman's Auxiliary to the Kansas Medical Society, 
250; medical assistants, 166; guests, 185. 


The scientific program followed the usual pattern, 
presenting nationally known speakers on a number 
of topics of interest to both general practitioners and 
specialists. In addition, nine Kansas physicians par- 
ticipated by presenting 20-minute papers in three 
symposia. The first, a symposium on heart disease, 
was of primary interest to internists. Another at- 
tracted an audience of surgeons, a symposium on 
varicose veins. The third, on labor and postpartum 
care, was attended largely by obstetricians. The usual 
round table luncheons, with guest speakers taking 
part in informal discussions, completed the scientific 
program. 

An innovation at the 90th annual session was the 
presentation of lay speakers, discussing compulsory 
health insurance, at a meeting to which the public 
was invited. At this session on the afternoon of May 
12, the Jayhawk Theatre was well filled with persons 
eager to hear Mr. Harry Becker, legal counsel for 
U.A.W., Detroit, debate the question of socialized 
medicine with Mr. Stuart Heydon, news analyst, 
Washington. Following their formal presentations, 
the program was opened to questions from the floor. 
Dr. Franklin D. Murphy, dean of the University of 
Kansas School of Medicine, served as moderator. 


The pattern of the annual banquet was also 
changed this year to provide an opportunity for rec- 
ognition of all living past presidents of the Kansas 
Medical Society. Each was presented a specially 
made gold key designed to show the staff of Aescu- 
lapius before a sunflower background. The name of 
each past president and the date of his term of of- 
fice were engraved on the back of his key. Presenta- 
tions were made to Dr. George M. Gray, Kansas 
City, who served from 1912 to 1913; Dr. Oliver D. 
Walker, Salina, 1915-1916; Dr. Charles S. Huffman, 
Columbus, 1917-1918; Dr. Middleton L. Perry, To- 
peka, 1922-1923; Dr. Alfred O'Donnell, Ellsworth, 
1924-1925; Dr. Earle G. Brown, Topeka (now of 
Mineola, New York), 1927; Dr. Louie F. Barney, 
Kansas City, 1929; Dr. Erastus S. Edgerton, Wich- 
ita, 1930; Dr. Edgar C. Duncan, Fredonia, 1931; 
Dr. James D. Colt, Sr., Manhattan, 1933; Dr. John 
F. Hassig, Kansas City, 1935; Dr. Jacob F. Gsell, 
Wichita, 1937-1938; Dr. Noble E. Melencamp, 


Dodge City, 1938-1939; Dr. Clifford C. Nesselrode, 
Kansas City, 1939-1940; Dr. Forrest L. Loveland, 
Topeka, 1940-1941; Dr. Henry N. Tihen, Wichita, 
1942-1943; Dr. John L. Lattimore, Topeka, 1943- 
1944; Dr. William P. Callahan, Wichita, 1945-1946; 
Dr. William M. Mills, Topeka, 1946-1947; Dr. Lau- 
rence §. Nelson, Salina, 1947-1948, and Dr. Oscar 
W. Davidson, Kansas City, retiring president. ° 

The keys for two living past presidents who were 
unable to attend the meeting were sent to them later, 
Dr. Francis A. Carmichael, Osawatomie, (now of 
Kansas City, Missouri), 1925-1926, and Dr. John A. 
Dillon, Larned, 1928. 

Special recognition was also accorded Dr. Charles 
S. Huffman, Columbus, who was named “Kansas 
General Practitioner of the Year” for the year 1948, 
and an engraved desk set was presented to him. 

Awards for scientific exhibits at the 90th annual 
session, judged by out of state guest speakers, were 
presented to the Department of Anesthesiology, 
University of Kansas Medical Center, first prize, for 
a display on modern methods of anesthesia; Hertzler 
Clinic, Halstead, second prize; Kansas Society of 
Technologists, third prize. 


Officers for 1949-1950 


At the close of the 1949 session Dr. Haddon 
Peck, St. Francis, became president of the Society. 
Other officers serving this year, elected at the meet- 
ing, are as follows: president-elect, Dr. F. R. Croson, 
Clay Center; first vice president, Dr. Harold H. 
Jones, Winfield; second vice president, Dr. C. H. 
Benage, Pittsburg; secretary, Dr. Dale D. Vermillion, 
Goodland; treasurer, Dr. J. L. Lattimore, Topeka. 
Delegates to meetings of the House of Delegates of 
the American Medical Association are Dr. Philip W. 
Morgan, Emporia, and Dr. John M. Porter, Con- 
cordia. 

Councilors for 1949-1950 

Because of war service, deaths in office and in- 
terrupted terms, an adjustment in the length of 
Council terms became necessary this year to place 
membership of that body on a constitutional basis— 
four expiring each year. To compensate for those 
irregularities, three councilors named this year will 
serve for shorter periods of time than the regular 
three-year term. Membership on the Council for 
the 1949-1950 year is as follows: 

District 1—Dr. W. L. Anderson, Atchison, elected 
in 1948 to a three-year term expiring in 1951. 

District 2—Dr. A. J. Rettenmaier, Kansas City, 
elected in 1949 to a two-year term expiring in 1951. 

District 3—Dr. J. G. Hughbanks, Independence, 
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elected in 1949 to a three-year term expiring in 
1952. 
District 4—Dr. F. C. Taggart, Topeka, elected in 
1949 to a one-year term expiring in 1950. 
District 5—Dr. L. J. Beyer, Lyons, elected in 1947 
to a three-year term expiring in 1950. 
District 6—Dr. J. V. Van Cleve, Wichita, elected 
in 1949 to a three-year term expiring in 1952. 
_ District 7—Dr. Hugh A. Hope, Hunter, elected 
in 1948 to a three-year term expiring in 1951. 
District 8—Dr. W. A. Smiley, Junction City, 
elected in 1948 to a three-year term expiring in 
1951. 
District 9—Dr. Marion J. Renner, Goodland, 
elected in 1948 to a two-year term expiring in 1950. 
District 10—Dr. Murray C. Eddy, Hays, re-elected 
in 1949 to a three-year term expiring in 1952. 
District 11—Dr. C. V. Black, Pratt, elected in 
1949 to a one-year term expiring in 1950. 
District 12—Dr. R. G. Klein, Dodge City, elected 
in 1949 to a three-year term expiring in 1952. 


President’s Address 


The following address, entitled “Medical Objec- 
tives, was presented by the president of the Kansas 
Medical Society, Dr. O. W. Davidson, Kansas City, 
at the 90th annual session. 

While we are celebrating accomplishments of the 
90th anniversary, we should not be unmindful of 
how much we are indebted to our friends, and the 
many problems which still confront us. 

In some instances the question is raised, should 
we as a scientific organization get mixed up in 
politics. 

The answer to that question is—we are mixed up 
in politics. Whether we like it or not we have been 
drawn into a conflict which involves everyone. 
Medicine has been brought under political attack. 

We cannot be isolationists or maintain a position 
of status quo and uphold the oath of Hippocrates or 
the honor of our profession in the eyes of the public. 

My objective in presenting this discussion is to 
convince each one of you that it is your task and 
mine to enlist the support of every member of the 
profession and the wife of every member plus all 
their relatives and friends for the solution of prob- 
lems which confront our communities today. 

We need to combine our efforts with those of 
other professional and civic organizations to carry 
to the public irrefutable facts concerning the system 
of free enterprise which has made the United States 
great, as opposed to bureaucratic vices and centrali- 
zation of authority. 

Witness, if you please, what was accomplished by 
a good blend of politics and public relations in the 
1949 session of the Kansas legislature in the interests 
of public welfare. 
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Through cooperative efforts common objectives 
became a reality. Other objectives invite our atten- 
tion and cooperation. 

I was impressed a few years ago when I heard 
about the objective of a boy about six years old. His 
starry eyes glistened in the lamp light as he lay 
aside some medical journals with the remark, “Well, 
Dad, you ¢an bring home some more, I’m through 
with these.” 

His dad asked him what he was going to be when 
he grew up. “Oh, I guess I'll be a doctor,” answered 
the boy. In answer to the question why he wanted 
to be a doctor, he promptly gave four reasons: “So 
I can have patients, take rocks out of people, stay up 
late at night, and make speeches.” 

Every boy has an objective which he should be 
privileged to cultivate. Whether these boys become 
doctors and whether they are privileged to practice 
as you and I practice today depends upon factors 
which you and I can and must do something about. 

In following the development of any child we 
witness many examples of individual and cooperative 
objectives. 

The doctor who delivers a boy and the nurse who 
assists him make their contributions to his future. 

The ambulance driver, the elevator operator, the 
hospital technicians, record clerks, dietitians and 
cooks as well as the pharmacist, pharmaceutical and 
surgical supply firms all share in the objectives 
which bring a child into the world. 

The minister who baptized the boy I started to 
tell about, the banker who handled the pennies from 
his piggy bank, the insurance agent, his dentist, the 
photographer, the clothing merchant, the grocery- 
man, the veterinarian who took care of his dog and 
his pony, and his grandfather and grandmother on 
the farm all played an important part in his life. 

In order to complete the picture of such a boy we 
must remember the attorney who will make his last 
will and testament, all his associates through life, 
and even the mortician who will lay him away. 

Such a boy cannot become a self-made man. He is 
indebted to so many who make his progress possi- 
ble. If he fulfills his mission in life he must be fully 
aware of his: responsibilities to those who make it 
possible for men to achieve their objectives. 


If he should become a doctor, he should be mind- 
ful-of his potential worth as a leader in his com- 
munity. The late Clyde Coffman very aptly indi- 
cated these potentials when he addressed students 
at the University Medical Center, on the occasion 
of the first Kansas Medical Society Day at the school. 
He said, “When I was in politics and ran for a po- 
litical office, I wanted first and most of all the en- 
dorsement of the doctor in my community.” 
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That statement is a worthy challenge to all of us. 
The medical profession and all its allied groups 
might encourage many properly qualified men to 
seek public office. 

Whether a boy gets into the practice of medicine 
today depends almost entirely on his own ability 
and his singleness of purpose to achieve his ideal. 

Medical standards are not set up to keep boys 
from entering the medical schools. Some fail to 
make the grade because they cannot show evidence 
of an ability to render the type of service which the 
public deserves. 

If a doctor measures up to the trust reposed in 
him, he must be of high character, exhibit signs of 
scientific achievement, and have the ability to under- 
stand and cope with the problems of his fellow men. 

In order to insure medical service as a free enter- 
prise, we must constantly strive to rectify errors 
within our own profession. We must endeavor to 
fuse our objectives with those of the public and clear 
up the confusion that exists today concerning health 
problems. 

Some say it cannot be done. That is what Thomas 
A. Edison was told one time by one of his research 
workers who had failed over 700 times to accomplish 
an objective. Edison told him to keep on trying, that 
he had merely found 700 ways that wouldn’t work. 

The accomplishments of the past year in Kansas 
indicate what can be done when statesmen, trades- 
men, farmers, businessmen, women’s organizations 
and professional men cooperate to solve common 
problems. 

It is not too late to prove the power of free enter- 
prise. The people can and will solve the problems 
of health and economics in one way or another. 
There is every reason to believe their solution will 
be sound, if they are equipped with true facts. It 
should be our objective to help give such facts to 
everyone. 

Already we are witnessing the migration of young 
doctors into Kansas as a result of enlivened com- 
munity activities and inducements to doctors to lo- 
cate throughout the state. 

These doctors are coming to Kansas with an as- 
surance of immunity from medical isolation. The 
advantage of refresher and postgraduate courses at 
the University Medical Center and refresher courses 
in various areas of the state makes it possible for 
them to maintain a high level of proficiency. 

Expansions at the Medical Center will help to 
Maintain an adequate flow of physicians, nurses, 
technicians and dietitians to render proper health 
services to the people of the state. 

We as members of the profession should help co- 
ordinate the activities of our Medical Center with 
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those of the Kansas Medical Society, the State Board 
of Health and the Blue Cross and Blue Shield in the 
interest of public welfare. 

The private practice of medicine at our Medical 
Center should be limited as much as possible, else 
the school automatically puts itself in direct com- 
petition to its own product. 

To avoid the necessity of such competition we as 
a profession must interest ourselves in obtaining an 
adequate operating budget. At the present time our 
Medical Center must earn 75 per cent of its running 
expenses through the services it renders. 

With proper understanding, patience, and effort 
present inadequacies in all branches could be over- 
come. It is not logical to expand hospitals and in- 
vite additional service demands without providing 
well equipped, properly trained personnel to render 
that service at a high level. 

While our Medical Center devotes itself to the 
production of trained personnel we should expand 
some other objectives. Blue Shield and Blue Cross 
plans should be tailored to fit public needs. 

You and I know that adequate health service can 
be rendered far more economically through voluntary 
prepayment non-profit plans than by any compul- 
sory taxation scheme yet devised. Our task is to win 
public approval for our convictions. 

This can be done through good public relations 
and constructive planning with our allied groups, 
our Auxiliary, our medical assistants and persons in 
every line of endeavor who cherish their freedom 
of enterprise. 

Administration leaders in Washington are pro- 
posing, for the United States, essentially the same 
system of taxation and health control as that now in 
operation in Great Britain, New Zealand and other 
countries. That system has put practically every 
trade, business, and profession under bureaucratic 
dictatorship. 

The system is costing every Britisher 46 cents out 
of every dollar he earns. In addition to this he has 
little or nothing to say about when, where, or how 
he gets his service. He must pay the tax regardless 
of his religious convictions, or his ability or desire 
to pay for private services of his choice. 

Tailoring prepayment voluntary non-profit plans 
to satisfy public desire means more than just the ex- 
pansion of enrollment. 

It means expansion of benefits to both patients 
and physicians. It means revision of service pay- 
ments for medical illnesses comparable to those now 
given for surgical cases. It may necessitate a revision 
of premium rates and provisions for maximum, aver- 
age and minimum types of service contracts optional 
to the subscriber. 

It means honorable adherence to terms of the 
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contract by all parties concerned. Every doctor must 
accept as full payment for his services the fee desig- 
nated in the plan, unless there is ample reason 
(known to the patient) to justify additional charges. 

Avaricious tactics which abuse public confidence 
and trust in the profession are inexcusable. 

Although we have substantial reasons for oppos- 
ing compulsory health insurance legislation, we rec- 
ognize the need for tax assistance to sustain adequate 
health service at the proper level for everyone. 

This assistance could be expended more judi- 
ciously and more economically through a combina- 
tion of private and public interests in each state 
rather than by national politically controlled agen- 
cies in Washington. 

We should endorse public assistance as a subsidy 
for health training facilities to provide an adequate 
number of trained personnel. Such assistance is 
needed to help provide adequate hospital and clinic 
facilities to meet community area health needs. Pub- 
lic assistance is needed to aid in the continuation and 
expansion of research projects and postgraduate edu- 
cation. This type of assistance should be available 
to eradicate the environmental causes of disease in 
conformity with rules and regulations established by 
our own State Board of Health. It should be used 
to cover Blue Shield and Blue Cross benefits for the 
indigent and as supplemental assistance to the semi- 
indigents and those who become medical indigents. 

You may feel that the promotion of such a pro- 
gram is too great a task for you to undertake. Let 
me tell you of a recent experience. 

I chanced along the street one hot day last sum- 
mer and saw a bedraggled little girl about seven or 
eight years of age sitting with her bare feet in a 
puddle of water by the curbing. She was holding a 
baby, one of those fat squashy babies that was near 
the size of the little girl. 

I said to her, “That's a pretty big load for you, 
isn’t it, Sis?” To which she replied, “He ain’t heavy; 
he’s my brother.” 

I thought to myself, as I walked on, I belong to a 
number of organizations which teach the brother- 
hood of man, but none ever exhibited anything that 
impressed me more forcibly than did that little snub- 
nosed girl with her matter of course remark, “He 
ain’t heavy; he’s my brother.” 

It seems to me that we should not think that mak- 
ing plans for our brothers’ welfare is too great a 
task. 

Busy as you and I may be in the practice of medi- 
cine we should not fail to realize that sinister in- 
fluences and questionable philosophies underhie 
much of the current legislation and restlessness in 
our country today. Much more than the practice of 
medicine is demanded of the American physician 


today, if the common man in this country is to re- 
tain this freedom. 

Now is the time for each of us to stand up and be 
counted. It is time for each of us to emphasize our 
convictions about the evils of compulsory health in- 
surance with facts to the public. Extra taxes im- 
posed\on employers will cause prices to go up and 
living standards to come down. Bureaucrats, not 
doctors, will determine eligibilities for health ser- 
vice. The doctor's file will no longer be a confi- 
dential record between himself and his patient. The 
proposed system of taxation means further reduc- 
tion of the take-home pay for everyone. Freedoms 
disappear but taxes go on forever. 

In the 47th chapter of Genesis the story is told 
of men who went to a ruler and told him they were 
without bread for their families and feed for their 
stock. He gave them bread but took control of their 
stock. Later he gave them more bread, and took over 
the control of their farms. In a short time they had 
lost all their freedoms and were completely at the 
mercy of that ruler. 

History repeats itself. Can we afford to let our 
patients barter their freedoms with the power hun- 
gry schemers in Washington? Are we not interested 
in bearing a share of our brother’s load? Must we 
be reeducated to become human again? If so, we 
have missed the biggest thing in life, which that lit- 
tle girl had growing in her heart. “He ain’t heavy; 
he’s my brother.” 

In contrast to our forefathers, who had the quaint 
idea that early to bed and early to rise, would make 
a man healthy, wealthy and wise—enough to support 
himself and his family, these power hungry schemers 
in Washington have conceived the idea that the gov- 
ernment could and should support the people. This 
group is now trying to convince everyone that they 
can go to bed late, get up when they please, and 
Uncle Sam will take care of their health and every- 
day needs. 

Sober reasoning should convince anyone that this 
Utopian idea is not compatible with an excessively 
heavy tax burden. Our task is to stimulate sober 
reasoning. 

I hold to the contention that a properly informed 
public is an intelligent public. If properly informed 
the American public can and will cooperate to 
establish a voluntary system of prepayment plans 
for health service. It is my opinion that we should 
make ourselves more audible through all of our 
allies, to the end that true facts are properly dis- 
seminated to every person in America. 

Your impatience with the American Medical As- 
sociation may be justifiable. Your embarrassment 
regarding the editor of the Journal is shared by 
others. This is not the time, however, to curtail your 
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efforts in ine interest of public welfare because of 
intraprofessional differences. The public is viewing 
with interest the profession’s response to the A.M.A’s 
call for an educational campaign fund. 

Too many Americans are unaware of the fact that 
revolution is a department of knowledge. It has its 
own philosophies, its own text books and its own 
intellectual instructors who set down the techniques 
to be employed. 

It should not be difficult for anyone to under- 
stand how compulsory health insurance fits into the 
scheme of social revolution. 

Many people are suspicious of the medical pro- 
fession’s motive in the promotion of this educational 
campaign. Many are willing to believe that in the 
scheme proposed by the government they may get 
something for nothing. Suffice it to say some mem- 
bers of our profession have given many the right 
to feel that they receive too little for what they pay 
under our present system. 

Reflect upon how the apostles of Marxianism 
have used such beautiful terms as “Security,” “So- 
cial Progress,” “Planned Economy,” “Freedom from 
Want and Fear,” and promises of “Insured Health” 
to charm and dull the senses of the American mind 
so it will fail to observe the subtle shift to a cen- 
tralization of authority. And, last but not least, the 
c-usade of those who now consider it a “Holy Duty” 
aid a “Mandate of the People” to fight for these 
Lieasures. 

It has often been said, the weaker the argument 
vie stronger the words. In analyzing arguments pre- 
sented by proponents of compulsory health insur- 
ance, 1 am reminded of the minister who found this 
notation penned in the margin of his sermon notes, 
“Logic is weak here, yell like hell.” 

The power hungry schemers always preach sacri- 
fice. They always denounce internal corruption. 
They promise a paradise to those who renounce 
everything known to be worth while. They work on 
the theory that if they know how to rule a single 
man they can gain all mankind. 

Men who think for themselves—not of them- 
selves—have a keen sense of values. They are great 
men. They are a detriment to these social schemers. 
Happy men are self sufficient and happy men hinder 
plans of the schemers; so greatness and happiness 
must be destroyed. 

If standards of achievement are open to all, but 
are adapted to those least capable, then the incentive 
for effort is killed in alk men, great or small. For, to 
Praise mediocrity is to kill the incentive to achieve 
perfection. 

lf man is made to feel incapable of achieving 
his goal, he develops a sense of guilt and a lack of 
reverence for things worth while. Eventually he 
will give up all ideals and alk aspirations. 


This is no time for members of the medical pro- 
fession to lose faith in their ideals and their ob- 
jectives. It is not the time for us to shock our fellow 
men as did the little boy in a crowded street car on 
his way home from Sunday School when he cried 
out,-“I lost my faith in God.” He had lost a little 
picture card with those words, “My Faith in God,” 
inscribed on it. 

This is the time for us to manifest our faith in 
things worth while. It is our task to assist in every 
way we can to give true facts that will bolster man’s 
faith in his ability to be self reliant, to be inde- 
pendent and to reverence his freedom. We must 
help to steer him away from what he might think is 
a better system of health service and provide him 
with a plan for high quality service at a price he 
can afford to pay. 

If one listens to the radio or reads the newspapers 
and magazines these days there can be little doubt 
about public unrest and uncertainty. 

It would seem to be a most logical time for us 
to help squelch this revolutionary movement on the 
part of power hungry political schemers and their 
bureaucratic parasites with a constructive movement 
while people are looking and listening for the solu- 
tion to their problems. 

Great Britain has boasted that she might lose 
many battles but never the last one. Let us pray that 
they may win the next one for freedom. Medical 
progress stopped in Great Britain when defensive 
tactics failed to halt the advances of socialization. 
Thank God, we are not in Great Britain, but we do 
need here an offensive for the American way of life. 

There could be no better time for us to take the 
offensive. There was a time when we were without 
prepayment plans for sickness benefits. That is not 
true today, thanks to the political schemers. Their 
radical innovations spurred the medical profession 
into a more closely knit organization which has 
worked more effectively to meet the needs of the 
people. 

We can advance now without too many apologies. 
Voluntary medically sponsored health service plans 
are past the experimental stage. The rapidly swell- 
ing tide of enrollments gives evidence of the need 
that existed for such plans, and proves that Amer- 
icans desire to retain their free choice of physicians 
and other virtues that go with a representative form 
of government. 

All the members of every group represented by 
those connected with the boy who had four reasons 
for wanting to be a doctor have a stake in this en- 
terprise for freedom. 

It should not be difficult for you to understand 
why I should like to have you take an interest in the 
objectives of so many people, and the potential of 
their assistance. 
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The boy who expressed his objective some years 
_ ago is now a freshman in college. His younger sister 
is looking forward to the time when she can enter 
training to be a nurse. His older sister will graduate 
from the university this year to enter the field as a 
medical social worker. I know the girls are interest- 
ed in this problem for “He is their Brother.” 

I can well remember when those girls were just 
little tots. It didn’t seem to worry them one bit if 
they or their playmates broke their dolls or toys. 
Many a time I have heard them say, “My daddy can 
fix that.” I really would like to justify the confidence 
those girls had in their daddy's ability to fix things. 
I would like to help fix things too, so their brother 
can have patients and be the free choice of those pa- 
tients. I hope he is qualified, by proper training in 
a school free from government control, to take out 
rocks. I hope he can stay up late at night if he 
chooses and make speeches as he pleases. 

I am sure that there are many, many families in 
America with objectives related to ours. It is time 
for us to sit down with our neighbors and friends 
and discuss these problems without passion or preju- 
dice. Such conferences might reduce the differences 
that now exist between medical needs and medical 
wants. We should strive to improve our present 
system of medical care rather than copy the errors 
of other countries. 


Official Proceedings First Session, House of Delegates 
May 10, 1949 


The president, Dr. O. W. Davidson, Kansas City, 
called the meeting to order and asked the secretary 
to read the minutes of the previous meeting. Upon 
a motion by Dr. George GseHl, Wichita, which was 
seconded by Dr. Clyde Miller, Wichita, with the 
unanimous consent of the body, it was determined to 
accept the minutes of the last annual session as pub- 
lished in the Journal. 

Dr. A. W. Fegtly, Wichita, sergeant at arms, an- 
nounced that there were 81 delegates present and 21 
officers, councilors and past presidents, making a 
total of 102 voting delegates, enough for a quorum. 

Dr. P. W. Morgan, Emporia, condensed the coun- 
cilors’ reports. By unanimous consent this report 
was approved. 

Dr. J. M. Porter, Concordia, reported on the 
standing and special committees of the Society. It 
was then moved by Dr. Porter, seconded by Dr. 
J. D. Colt, Jr., Manhattan, that all committee reports 
be approved. This motion carried unanimously. 

Several resolutions were read and discussed. Dr. 
A. W. Fegtly, Wichita, chairman of the Committee 
on Constitution and Rules, presented an amendment 
to the constitution concerning the election of offi- 
cers. It was moved by Dr. Clyde Miller, Wichita, 
seconded by Dr. George Gsell, Wichita, that this 
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amendment be carried over to the next meeting for 
action. Motion carried. 

Dr. George Gsell, Wichita, then presented a reso- 
lution relative to physicians volunteering for service 
with the armed forces. He urged the adoption of the 
resolution and it was moved by Dr. Clyde Miller, 
Wichita, and duly seconded, that this resolution be 
carried over to the next meeting of the House of 
Delegates. Motion carried. 

A resolution relative to a civilian defense program 
for Kansas was presented by Dr. George Gesell, 
Wichita. Dr. Gsell moved that this resolution be 
carried over to the next meeting of the House of 
Delegates. Dr. L. S. Nelson, Salina, seconded the 
motion, which carried unanimously. 

A third resolution was presented by Dr. George 
Gsell, Wichita, regarding medical care as practiced 
in the armed forces and in the Veterans Administra- 
tion. It was moved by Dr. Gsell, seconded by Dr. 
H. P. Jones, Lawrence, that this resolution be con- 
sidered for final action at the next meeting of the 
House of Delegates. Motion carried. 

Dr. L. R. Pyle, Topeka, editor of the Journal, pre- 
sented the report of the Editorial Board, printed 
elsewhere in this issue. It was moved by Dr. Clyde 
Miller, Wichita, seconded by Dr. Louie Barney, Kan- 
sas City, that the report be approved. Motion car- 
ried. 

Mr. Oliver E. Ebel, executive secretary, reported 
on Society activities during the past year. 

The president asked Dr. D. D. Vermillion, Good- 
land, for his report as constitutional secretary. Dr. 
Vermillion reported that the Society, as of May 10, 
1949, had 1,316 paid memberships, 97 honorary 
memberships, five service memberships, 41 members 
on leave of absence, 164 members in arrears, or a 
total of 1,623, a decrease of eight over the previous 
year. 

Dr. J. L. Lattimore, Topeka, treasurer, reported on 
the finances of the Society. 

The president called for a report from Dr. P. W. 
Morgan, Emporia, on the Chicago meeting of the 
House of Delegates of the American Medical Asso- 
ciation last June. Upon a motion by Dr. George 
Gsell, Wichita, seconded by Dr. Clyde Miller, Wich- 
ita, this report was approved. 

There followed a report by Dr. J. M. Porter, Con- 
cordia, on the meeting of the House of Delegates of 
the American Medical Association at St. Louis in 
December, 1948. This report was previously pub- 
lished in the Journal and upon a motion by Dr. 
George Gsell, Wichita, duly seconded, was unani- 
mously approved. 

The president introduced four guests present: 
Mrs. Charles Miller, Parsons, president-elect of the 
Woman’s Auxiliary to the Kansas Medical Society; 
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Mrs. B. A. Nelson, Manhattan, corresponding secre- 
tary of the Auxiliary; Mrs. Marjorie Euler, Topeka, 
past president of the Kansas Medical Assistants’ So- 
ciety, Mrs. Pauline Keller, Topeka, past president 
of the Shawnee County Medical Assistants’ Society. 

The president announced that a caucus should be 
held by each of seven councilor districts, Numbers 
2, 3, 4, 6, 10, 11 and 12, to determine their choices 
for councilors. 

There followed a discussion of the election dates 
of county societies. It was suggested by the president 
that the House of Delegates recommend to the 
county societies that officers be elected in the spring 
of the year and, where possible, take office with the 


. beginning of the summer season. It was determined 


that this should be put into the form of a motion, 
to be acted upon at the second meeting of the House 
of Delegates and it was so done. 

The president introduced the president-elect, Dr. 
Haddon Peck, St. Francis. 

After a brief discussion of the $25 special assess- 
ment of the American Medical Association Dr. 
A. W. Fegtly, Wichita, asked if the secretaries of 
the county societies might be advised as to how 
many have paid from each county. Dr. Peck assured 
the group that this could and would be done. 

The president called for new business. Dr. C. O. 
Merideth, Jr., Emporia, reported on the Kansas 
Medical Assistants’ Society meeting held May 8 and 
9, 1949, and urged continued financial support to 
this group. Dr. F. R. Croson, Clay Center, made a 
motion which was duly seconded that financial sup- 
port be given the assistants’ organization. Motion 
carried. 

Mr. Oliver E. Ebel, executive secretary, was asked 
to read two resolutions which had been prepared 
by a member of the Blue Shield board. It was moved 
by Dr. J. M. Porter, Concordia, and duly seconded, 


that a reference committee be appointed to study - 


the resolutions. Motion carried. 

Dr. D. R. Bedford, Topeka, introduced a resolu- 
tion relating to Blue Shield which was accepted for 
consideration. 

Dr. Clyde Miller, Wichita, made a motion that the 
resolution printed below be accepted. It was duly 
seconded and carried. The resolution follows: 

WHEREAS, the principle of private enterprise 
has gained for the United States of America the 
position of world leadership; and, 

WHEREAS, federal control of industry, com- 
merce and professions is completely and diamet- 
tically opposed to the principles of free enter- 
prise; and, 

WHEREAS, where governmental controls have 
been tried, there is no basis in fact to prove that 
‘Such control is of benefit to a free people but, 


rather, that it is repeatedly used to bind the peo- 

ple to a paternalistic government; and, 

WHEREAS, the government cannot give to its 
people any assistance it does not first take from 
the people; and, 

WHEREAS, in such procedures the people be- 
come mere vassals of the state, 

BE IT RESOLVED that we, the House of Dele- 
gates of the Kansas Medical Society, meeting in 
annual session this 10th day of May, 1949, do go 
on record as being 

1. Irrevocably opposed to federal control of 
any industry, commerce or professions, which 
have heretofore been or are now promoted and 
motivated by individual free enterprise; and, 

2. Particularly opposed to compulsion of any 
sort, either of the people or the medical profes- 
sion with regard to medical care. 

We direct that a copy of this resolution be sent 
to the representatives and senators of the state of 
Kansas now serving-in the United States Con- 
gress. 

A motion by Dr. A. W. Fegtly, Wichita, provid- 
ing for recognition of those who have practiced for 
50 years, was seconded and carried without dissent. 
The motion follows: 

There are many physicians and surgeons in 
Kansas who have practiced for over 50 years, 
many of whom are still in active practice. Some 
local societies and communities have recognized 
this faithful service publicly and with ceremonies. 
Several state societies have developed 50-Year 
Clubs and have honored these men-at appropriate 
times during state meetings. 

The Kansas Medical Society can and should 
give due recognition, honor and credit to these 
physicians of Kansas. 

I move you that the Council be instructed to 
make appropriation for suitable certificates, gifts, 
or other mementos to be presented to physicians 
of Kansas who have passed their 50th year in 
practice, and that the Program Committee for 
the 1950 session and each succeeding session be 
instructed to arrange for public recognition of 
these physicians at a suitable time during the 
Kansas Medical Society session or at the annual 
banquet. 

There followed a discussion as to whether or not 
alcoholic beverage advertisements should be accepted 
by the Editorial Board of the Journal. Dr. J. L. Lat- 
timore, Topeka, made a motion which was duly sec- 
onded that this matter be referred to the Council for 
action. This motion was lost upon the adoption of 
a substitute motion offered by Dr. J. F. Gsell, Wich- 
ita, that no liquor advertisements be accepted by 
the Journal and that the House of Delegates so in- 
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struct the Editorial Board. This motion was sec- 
onded and carried. 

The president then opened a discussion of the 
Veterans Administration program. It was moved 
by Dr. L. S. Nelson, Salina, that the Society discon- 
tinue its contract with the Veterans Administration 
as quickly as the contract will allow and that this 
matter be carried over to the second meeting of the 
House of Delegates for final action. This motion 
was seconded and carried. 

The president called on Dr. Franklin D. Murphy, 
Kansas City, dean of the University of Kansas School 
of Medicine, who spoke briefly about the problems 
at the medical center and the present lack of facili- 
ties. 

The president announced the appointment of the 
following members of the Reference Committee: 
Dr. D. D. Vermillion, Goodland, chairman; Dr. J. M. 
Porter, Concordia; Dr. P. W. Morgan, Emporia; Dr. 
G. F. Gsell, Wichita; Dr. L. R. Pyle, Topeka. 

The president announced that the second meet- 
ing of the House of Delegates would be held on 
Thursday, May 12, immediately after the close of the 
afternoon session. There being no further business, 
the meeting adjourned. 

Official Proceedings Second Sesssion, House of Delegates 
May 12, 1949 

The president, Dr. O. W. Davidson, Kansas City, 
called the meeting to order. 

Dr. A. W. Fegtly, Wichita, sergeant at arms, an- 
nounced that 55 delegates and 17 officers, councilors 
and past presidents were in attendance, making a 
total of 72, sufficiens for a quorum. 

Dr. D. D. Vermillion, Goodland, chairman of the 
Reference Committee, reported that the committee 
recommended the adoption of the three resolutions 
presented by Dr. George Gsell, Wichita, chairman 
of the Committee on Emergency Medical Care. He 
moved that the resolutions be adopted, and the mo- 
tion was seconded and carried unanimously. The 
resolutions follow: 


Resolution Number | 

WHEREAS, 3,800 physicians must volunteer 
for service with the armed forces prior to January 
1, 1950, and 1,600 of these must join the forces 
prior to July 1, 1949, if a general physician draft 
is to be avoided; and — 

WHEREAS, the American Medical Associa- 
tion and the various state societies have offered 
to cooperate with the armed forces toward obtain- 
ing the required number of volunteer enlistments; 
and 

WHEREAS, it is believed that a number of 
medical officers could be obtained from those 
who received their medical education at the ex- 
pense of the government, through the A‘S.T.P. 


and V-12 programs, and who have not yet repaid 
the government by serving with the armed forces; 
now, therefore, 

BE IT RESOLVED by the House of Delegates 
of the Kansas Medical Society that the president 
be directed to write each component county so- 
ciety within this state, listing the names of those 
physicians within the county who have received 
education in either the A.S.T.P. or the V-12 pro- 
grams and who have not yet served with the 
armed forces, that a copy of this resolution be 
enclosed and that the president urge the county 
society to contact these men, requesting them to 
volunteer for a period of service with the armed 
forces. ; 
BE IT FURTHER RESOLVED that the presi- 
dent of the Kansas Medical Society write a letter 
to each of the men in Kansas who has received 
training under the A.S.T.P. and the V-12 pro- 
grams and who has not yet served with the armed 
forces, urging him to volunteer. 


Resolution Number II 

WHEREAS, there exist in the system of medi- 
cal care, as practiced in the armed forces and in 
the Veterans Administration, certain factors that 
are contrary to the best standards of private med- 
ical care, as practiced in the United States, in- 
cluding the custom of admitting into the Veterans 
Administration hospitals many veterans for non- 
service-connected disabilities who are well able 
to pay for private medical care and the care for 
dependents of men in the service by medical of- 
ficers; and 

WHEREAS, socialism in all phases of national 
life, including health, could well result from these 
practices; and 

WHEREAS, this situation can be corrected 
only if the Congress of the United States and the 
administrative staff of the armed forces are will- 
ing to direct such changes to be made, and 

WHEREAS, the wishes of the various national 
service organizations are closely observed by the 
Congress; now, therefore 

BE IT RESOLVED that the House of Dele- 
gates of the Kansas Medical Society take direct 
steps toward encouraging those members who 
are eligible to join the veterans’ organizations and 


‘to take an active part in their affairs, toward the 


end that these service organizations may use their 
influence with the Congress to preserve for the 
people of this nation the present high quality 
system of private enterprise in medical care. 
Resolution Number III 
WHEREAS, in the event of a national emet- 
gency, involving conflict with a foreign power, 
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new methods of warfare will seriously endanger 
the lives of the civilian population; and 

WHEREAS, medical care will immediately be 
needed in the event of a disaster; and 

WHEREAS, the Governor of Kansas has ap- 
pointed a state chairman of civilian defense; now, 
therefore 

BE IT RESOLVED that the Kansas Medical 
Society prepare a civilian defense program relat- 
ing to medical care. 


BE IT FURTHER RESOLVED that the House 
of Delegates of the Kansas Medical Society direct 
the president to notify the Governor of Kansas 
that the Kansas Medical Society stands ready to 
serve his civilian defense committee in the event 
of an emergency occurring within this state. 


Dr. Vermillion moved that the Blue Shield en- 
rollment resolution be passed. The motion was sec- 
onded by, Dr. J. L. Lattimore, Topeka, and carried. 
The resolution follows: 


BE IT RESOLVED that the House of Dele- 
gates of the Kansas Medical Society recommend 
to the House of Delegates of the American Med- 
ical Association that approval be given the Com- 
mission of Associated Medical Care Plans (Blue 
Shield) to develop a national enrollment agency 
to include an insurance company legally qualified 
to write health and accident insurance and to act 
as an enrollment agency for local plans; that the 
new organization develop a strict contractual 
agreement at the top level with the corresponding 
organization now being formed by the Blue Cross 
Commission, for the purpose of presenting hos- 
pital insurance and sickness insurance as one 
package to national accounts and the public in 
areas not already served by non-profit plans spon- 
sored by the medical profession. 


Dr. Vermillion moved that the Blue Shield fee 
schedule resolution be passed. The motion was sec- 
onded by Dr. J. L. Lattimore and carried unani- 
mously. The resolution follows: 


RESOLVED that the House of Delegates re- 
spectfully request the Executive Committee of the 
Blue Shield to correct their present fee schedule 
in order to provide reasonable fees for non-surgi- 
cal services. 


Dr. A. W. Fegtly, Wichita, read an amendment 
to the constitution, one which was originally pre- 
sented to the House of Delegates at the 1948 annual 
session. He moved that the amendment be adopted, 
Dr. L. F. Barney seconded the motion, and it car- 
tied unanimously. The amendment follows: 


Article X, Section 4 of the Constitution shall 
be amended to read as follows: No person shall 
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be elected as an officer or councilor who is not in 
attendance at the annual session of his nomina- 
tion, or who has not been a member of this So- 
ciety for at least the two preceding years. In ex- 
tremely unusual circumstances making the physi- 
cal presence of a desirable or worthy officer or 
council member impossible at the session, this 
provision may be overruled by a three-fourths 
majority of the members voting on his election. 


Dr. J. F. Gsell, Wichita, made a motion that the 
Kansas Medical Society not renew its contract with 
the Veterans Administration as of July 1, 1949. Dr. 
J. M. Porter, Concordia, offered the following mo- 
tion: “I hereby move that in view of the changes in 
the Veterans Administration, the contract between 
the Kansas Medical Society and the Veterans Admin- 
istration be allowed to lapse and that individual 
members of the Kansas Medical Society make con- 
tracts with the Veterans Administration to assure 
adequate care for any veteran in Kansas.” The mo- 
tion was seconded and carried. 

Dr. A. J. Rettenmaier, Kansas City, moved that 
the House of Delegates recommend to the com- 
ponent societies of the Kansas Medical Society that 
the county officers be elected in the spring of the 
year and, where possible, take office with the be- 
ginning of the summer season. The motion was 
seconded by Dr. W. H. Algie, Kansas City, and car- 
ried unanimously. 

Dr. J. T. Anderson, Leavenworth, requested that 
the Leavenworth County Medical Society be trans- 
ferred from District 2 to District 1. Technical dif- 
ficulties with reference to constitutional require- 
ments arose which resulted in the tabling of this re- 
quest. 

The president asked for nominations from the 
floor for the office of president-elect. Dr. Hugh A. 
Hope, Hunter, nominated Dr. F. R. Croson, Clay 
Center. It was moved and seconded that nomina- 
tions be closed and that the secretary cast a unani- 
mous ballot for Dr. Croson for the office of presi- 
dent-elect. The motion carried. Dr. D. D. Vermil- 
lion, Goodland, secretary, declared a unanimous bal- 
lot cast for Dr. Croson. 

The president announced that nominations were 
in order for the office of first vice president. Dr. 
F. L. Loveland, Topeka, nominated Dr. H. H. Jones, 
Winfield. It was moved by Dr. Hugh A. Hope, 
Hunter, that nominations be closed and that the sec- 
retary cast a unanimous ballot for Dr. Jones for the 
office of first vice president. The motion was sec- 
onded and carried. Dr. Vermillion cast a unanimous 
ballot for Dr. Jones. 

The president asked for nominations for the posi- 
tion of second vice president. Dr. J. L. Lattimore, 
Topeka, nominated Dr. C. H. Benage, Pittsburg, and 
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moved that nominations be closed and that the sec- 
retary cast a unanimous ballot for Dr. Benage. Dr. 
J. F. Gsell, Wichita, seconded the motion and it 
carried unanimously. Dr. Vermillion, secretary, cast 
a unanimous ballot for Dr. Benage. 

The president then called for nominations for the 
office of constitutional secretary. Dr. W. L. Ander- 
son, Atchison, nominated Dr. D. D. Vermillion, 
Goodland. The nomination was seconded and the 
president cast a unanimous ballot for Dr. Vermillion. 

Nominations for the office of treasurer were re- 
quested. Dr. J. L. Lattimore, Topeka, nominated Dr. 
L. L. Saylor, Topeka, and the nomination was sec- 
onded. Dr. A. W. Fegtly, Wichita, nominated Dr. 
J. L. Lattimore, Topeka, and Dr. L. F. Barney, Kan- 
sas City, seconded the nomination. It was moved 
and seconded that nominations cease, and upon a 
showing of hands Dr. Lattimore was elected. 

The president asked for nominations for the posi- 
tion of delegate to the American Medical Associa- 
tion for the years 1950-1952, and the name of Dr. 
J. M. Porter, Concordia, was submitted. The nomi- 
nation was seconded. A motion that nominations 
cease was seconded, and Dr. Vermillion cast a unani- 
mous ballot for Dr. Porter. 

The president requested reports from the seven 
councilor districts which elected councilors this 
year. The districts reported the selection of the 
following councilors: 

District 2—Dr. A. J. Rettenmaier, Kansas City. 

District 3—Dr. J. G. Hughbanks, Independence. 

District 4—Dr. F. C. Taggart, Topeka. 

District 6—Dr. J. V. Van Cleve, Wichita. 

District 10—Dr. Murray C. Eddy, Hays. 

District 12—Dr. R. G. Klein, Dodge City. 

The appointment of a councilor for District 11 
was referred to the Council. 

Dr. L. F. Barney, Kansas City, moved that the 
House of Delegates instruct the central office to 
write the Shawnee County Medical Society and the 
Topeka Chamber of Commerce, thanking them for 
arranging and conducting an excellent meeting. The 
motion was seconded and carried unanimously. 

The president asked Dr. L. R. Pyle to go forward 
and presented him with bound volumes of the Jour- 
nal for the years during which he has served as 
editor. 

The president announced that the new Council 
would hold its first meeting at the close of the House 
of Delegates meeting. At the conclusion of the ses- 
sion he presented Dr. Haddon Peck, St. Francis, and 
installed him as president of the Kansas Medical 
Society. 

Report of Journal Editor 

Your Editorial Board composed of Lucien R. 

Pyle, Dwight Lawson, Orville R. Clark, Richard 
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Greer and John Cavanaugh as editors, James B, 
Weaver and C. A. Hellwig as associate editors, with 
Miss Pauline Farrell as managing editor and Oliver 
Ebel as business manager, submit to you for your ac- 
tion the following report: 

Your Editorial Board has met four times since the 
last repore to this body. The routine business of the 
Journal was discussed. John Cavanaugh, Miss Farrell 
and Oliver Ebel represented the Journal of the Kan- 
sas Medical Society at the Conference of Editors and 
Secretaries held in St. Louis in November. Dr. Cav- 
anaugh was the official representative of the Board. 
The Board unanimously voted to send Miss Farrell 
to the St. Louis meeting and to defray her expenses 
from Journal funds. 

We are pleased to report to you that the quantity 
of scientific material submitted for publication has 
been greater during the past year than in any of the 
past 17 years that I have been associated with the 
Journal. The quality of scientific material’ is greatly 
improved. However, we still received some excellent 
scientific material that should be published but it 
is so poorly organized that we have returned these 
papers to the authors for editing and have requested 
that they be again submitted to the Board. We feel 
that it is not the scope of your Board to take on the 
task of grossly editing papers and returning the cor- 
rected copy to the author for approval. We obtain 
considerable copy with a letter to this effect: “I read 
this paper before such and such a medical meeting 
and it was requested that I submit it to the Journal 
for publication.” I would like to emphasize this 
point: material organized for oral presentation at a 
medical meeting is oft times unsuitable for publica- 
tion. If you give or hear scientific presentations that 
you think should be published, please organize it or 
ask the author to edit the paper before submitting it 
to the Board. We do not like to return manuscripts 
to the author for rewriting for two reasons: first, we 
do not wish to offend the author, and second, even 
though the material may be excellent, we probably 
will not get it back again. 

We have over the past year increased the scope of 
the Journal somewhat. The Committee on Child 
Welfare has prepared copy each month for a page 
in the Journal. We have also added a section con- 
taining case reports from the University of Kansas 
Medical Center Clinical Pathological Conference. 
This excellent material has been prepared and edited 
by the members of the staff of the medical school. 
The Editorial Board feels that this is a valuable ad- 
dition to the Journal and we are deeply indebted to 
those of our members who prepare this material 
each month. 

Within the next few months, through the kind- 
ness and generosity of the Kansas Division of the 
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TREATMENT 
OF CONSTIPATION 


mucous 
colitis 


he treatment of the constipation in 
mucous colic does not differ from the treat- 
ment of uncomplicated constipation. It is, 
as always, of great importance to avoid irri- 
tating aperients,.... The stools should be 
rendered soft and more bulky and therefore 
more easy to expel with . . . and unirritating 
vegetable mucilages.” 


—Hurst, A., in Portis, S. A.: Di of the Digestive System, 
ed. 2, Philadelphia, Lea & Febiger, 1944, p. 692. 


MUCOUS COLITIS. In this x-ray is shown the distinctive string-like 
oppecrance of the descending portion of the lower bowel in 
mucous colitis, a condition frequently accompanying severe degrees 
of spastic or atonic colon. In the sagittal section is shown the over- 
secretion of mucus adhering to the bowel wall. 


By providing soft, demulcent, water-retain- 
ing, mucilloid bulk, Metamucil—the 
“smoothage” treatment of constipation— 
promotes a return to normal elimination. 


M E TA M U § I L? is the highly refined mucilloid 


SEARLE 


of Plantago ovata (50%), a seed of the 
psyllium group, combined with dextrose 
(50%), as a dispersing agent. 


Research in the Service of Medicine 


G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 
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American Cancer Society, we will publish a scien- 
tific supplement to the Journal containing the papers 
presented at the Cancer Conference which was held 
in Wichita in January. Since the Cancer Society 
hopes to make this an annual meeting, the Editorial 
Board anticipates having access to this material and 
publishing a cancer supplement each year. 


The Journal is now in its 50th year of publication. 
It was the hope of the Editorial Board to start in 
Volume L, Number 1, a history of medicine in Kan- 
sas. However, we were unable to find an author. So 
we leave that for future business. 


During the past fiscal year the Journal has been 
self-supporting. We wish to report to you that the 
Journal was one of four journals obtaining their 
national advertising from C.M.A.B. that had an ia- 
crease in billing in 1948 over 1947. Our increase in 
billing for national advertising was 7.1. 


In accordance with the changing times in Kansas, 
the Board is confronted with a new problem and re- 
spectfully requests your counsel and direction. Shall 
we accept advertising copy for liquor? If so, shalk it 
be restricted to wines and ales or shall we go all the 
way and include hard liquor? As a matter of prece- 
dence, out of 34 state journals who obtain advertis- 
ing copy through C.M.A.B., 13 do not accept liquor 
advertising, four accept wine and beer but no whis- 
key copy, one accepts beer but nothing stronger, and 
11 accept all three. 


Again I want to emphasize the fact that the Jour- 
nal of the Kansas Medical Society belongs to you. 
Those of us who have been elected by the Council 
to direct its affairs desire to make it the kind of 
publication that you and all those that you represent 
want it to be. We want you to be proud of your 
Journal and we welcome your suggestions for im- 
provement. 

I cannot end this report without paying tribute to 
Miss Pauline Farrell, our managing editor. She has 
again been true to her trust. It is through her efforts 
that the Journal goes to press and the dead lines are 
met. Also Mr. Ebel, who among his countless duties 
and work, and from where I do not know, finds time 
to attend our Board meetings, to prepare copy, and 
to offer us counsel. 

I wish to thank the other members of the Editorial 
Board for their interest and the time that they have 
spent in reading and evaluating scientific material 
and in reading proof. 

And last, but not least, I want to thank our adver- 
tisers for their copy. After all, it is their support that 
makes the publication of the Journal possible. And 
I request that you as readers of the Journal patronize 
those firms that advertise in our Journal whenever 


possible. 
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Editorial Board Membership 


Two members of the Editorial Board of the Jour- 
nal of the Kansas Medical Society, Dr. Orville R. 
Clark and Dr. Richard Greer, both of Topeka, were 
re-appointed to three-year terms on the board at the 
annual session. They will serve during the coming 
year with Dr. Lucien R. Pyle, editor, Dr. John W. 
Cavanaugh and Dr. Dwight Lawson. 


Kansas Physicians’ Service Elects 


The annual meeting of Kansas Physicians’ Service 
was held at Topeka, May 9, 1949, and the following 
officers were elected to direct Blue Shield activities 
during the coming year: president, Dr. Conrad M. 
Barnes, Seneca; vice president, Dr. Warren F. Bern- 
storf, Winfield; executive vice president, Dr. Henry 
S. Blake; secretary-treasurer, Dr. Dwight Lawson, 
Topeka. 

Serving on the Board of Directors are: Dr. Conrad 
M. Barnes, Seneca; Dr. John A. Holmes, Lawrence; 
Dr. C. H. Benage, Pittsburg; Dr. Henry S. Blake, 
Topeka; Dr. John L. Grove, Newton; Dr. Warren F. 
Bernstorf, Winfield; Dr. Hugh A. Hope, Hunter; 
Dr. E. M. Sutton, Salina; Dr. George D. Marshall, 
Colby; Dr. O. A. Hennerich, Hays; Dr. Athol Coch- 
ren, Pratt; Dr. M. F. Frederick, Hugoton; Dr. Had- 
don Peck, St. Francis; Dr. F. R. Croson, Clay Center; 
Mr. Holmes Meade, Topeka, and Mr. Martin F. 
Trued, Topeka. The two persons mentioned last in 
the list, lay members of the board, were appointed 
by the governor. 


Kansas Medical Assistants’ Society 

The annual meeting of the Kansas Medical As- 
sistants’ Society was held at the Kansan Hotel, To- 
peka, May 8 and 9, with good attendance from all 
parts of the state. The following officers were in- 
stalled for the 1949-1950 year: president, Faye Bul- 
lard, Hutchinson; president-elect, Bernice Asher, 
Lawrence; vice president, Maxine Williams, Kansas 
City; secretary, Olive Allmon, Hutchinson; treas- 
urer, Donna Harrison, Wichita. 


General Practitioners Meet 

The Kansas Academy of General Practice, organ- 
ized last November, held a business session during 
the Society’s annual meeting and elected the follow- 
ing officers: president, Dr. L. B. Gloyne, Kansas 
City; president-elect, Dr. Charles White, Great 
Bend; treasurer, Dr. George Thorpe, Wichita; sec- 
retary, Dr. A. E. Harms, Kansas City. Dr. William 
M. Brewer, Hays, was named to the board of di- 
rectors, and Dr. Darrell L. Evans, Manhattan, was 
chosen delegate to meetings of the American Acad- 
emy of General Practice. 

Dr. R. B. Robins, Camden, Arkansas, was guest 
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SO VITAL FOR OPTIMAL HEALTH 


In the achievement and maintenance of 
optimal health, no other single influ- 
ence looms so vital as sound nutrition. 
In fact, so important is this principle to 
preventive medicine that optimal nutri- 
tion has become the basis of all modern 
day health programs. 

When nutritional health is threat- 
ened, as in dietary restrictions often 
imposed by disease, or during conva- 
lescence, or when the nutrient intake 
is insufficient because of other reasons, 
the multiple dietary supplement Ovaltine 


in milk is especially useful for over- 
coming nutrient deficiencies of the diet. 

Three glassfuls- daily may readily 
supplement even poor diets to ade- 
quacy. Easy digestibility makes its 
many valuable nutrients—vitamins, 
minerals, biologically complete protein, 
and food energy—quickly available. 
The pleasing flavor adds to its wide 
applicability and usefulness. 

The table below gives the amounts 
of nutrients in three glassfuls of Oval- 
tine in milk. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


676 
32 Gm. 
CARBOHYDRATE .... 65Gm. 
1.12 Gm. 
PHOSPHORUS ..... 0.94 Gm. 


Three servings daily of Ovaltine, each made of 
Yo oz. of Ovaltine and 8 oz..of whole. milk,* provide: 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


VITAMIN Bi... 1.16 m 

RIBOFLAVIN. ..... 2.0 mg. 
NIACIN 6.8 mg. 
VITAMING 30.0 mg. 
VITAMIN D . 417 1.U. 
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speaker at the meeting. He stressed the aim of the 
academy, improving the quality of general practice, 
and pointed out that it is the only medical organi- 
zation in which members are required to continue 
their education in order to retain membership. A 
minimum of 150 hours of postgraduate education 
every three years is required of all members. 


Anesthesiologists Meet 


A meeting of the Kansas Society of Anesthesi- 
ology was held at Topeka, May 11, and the following 
officers were elected: president, Dr. Paul H. Lorhan, 
Kansas City; vice president, Dr. Richard S. McKee, 
Leavenworth; secretary, Dr. Harwin Brown, Win- 
field; treasurer, Dr. Harold F. Spencer, Emporia; 
delegate to American Society of Anesthesiology, Dr. 
Lorhan; alternate, Dr. Floyd C. Taggart, Topeka. 

The society plans quarterly meetings during the 
coming year, usually in conjunction with a county 
medical society meeting. Particular emphasis will 
be placed upon the general practitioner who is do- 
ing part time work in anesthesia. Since many com- 
munities in the state have need of the services of 
an anesthesiologist, not now available, the society 
is planning several activities to change that condi- 
tion. By advertising postgraduate instruction in 
newer methods of anesthesiology, through cor- 
respondénce with the secretaries of county units, 
they hope to interest young physicians in enrolling 
for such study. By establishing a central placement 
bureau, they hope to list communities desiring the 
services of a part time anesthetist and to direct those 
interested in postgraduate education in this specialty 
to the places nearest their homes where they may 
obtain such instruction. 

A committee was appointed to meet with Blue 
Shield representatives to adjust fees for the admin- 
istration of anesthetics by physician anesthetists. 


Blue Shield Committee Organized 


A Blue Shield Physician Relations Committee 
composed of 12 physicians, one from each of the 
councilor districts of the Kansas Medical Society, 
was recently organized and held its first meeting in 
Topeka during the Society’s annual session. Each 
member of the committee was appointed by the 
councilor of his district. 

The purposes of the committee are outlined as 
follows: (1). To serve as an advisory group to the 
Blue Shield Board of Trustees. (2) To serve as a 
channel of communications so that physicians in all 
areas of the state may have more voice in determin- 
ing the future course of the Blue Shield program. 
(3) To serve as a source of correct information in 
each district to the end that a better understanding 
of Blue Shield may be achieved by physicians. 
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The program will be carried out through the or- 
ganization of district committees, made up of rep- 
resentatives of county societies in each district. 
Through this medium physicians throughout the 
state will have more voice and participation in the 
development of the Blue Shield program. 

Dr. L. W. Reynolds of Hays, representing District 
10, will ‘serve as chairman of the Physicians Rela- 
tions Committee. Other members are: District 1, 
Dr. John L. Mothershead, Denton; District 2, Dr, 
W. L. Pratt, Leavenworth; District 3, Dr. C H. 
Benage, Pittsburg; District 4, Dr. Harold F. Spen- 
cer, Emporia; District 5, Dr. G. E. Paine, Hutchin- 
son; District 6, Dr. G..G. Whitley, Douglass; Dis- 
trict 7, Dr. Donald A. Bitzer, Washington; District 
8, Dr. C. V. Minnick, Junction City; District 9, Dr. 
Floyd L. Smith, Colby; District 11, Dr. Justin A. 
Blount, Larned; District 12, Dr. R. G. Klein, Dodge 
City. 


Radiological Society Meets 

A meeting of the Kansas Radiological Society was 
held at the Hotel Kansan, Topeka, on May 11. Since 
there are no officers, members of the Board of Gov- 
ernors, Dr. Leland F. Glaser of Hutchinson, Dr. 
Harold H. Woods of Topeka, and Dr. Anthony F. 
Rossitto of Wichita, direct the society. 

At its business session the group considered scien- 
tific exhibits, inclusion of radiation therapy in the 
Blue Shield program, the practice of medicine by 
hospitals in some states, and the matter of fixed 
rate salary arrangements between hospitals and ta- 
diologists. 

An exhibit on chest lesions at the 90th annual ses- 
sion of the Kansas Medical Society was prepared by 
the radiological group, and it was voted that the ex- 
hibit be expanded for showing at the Southwest 
Clinical Society meeting in Kansas City in October. 

A committee was appointed to meet with officers 
of Kansas Physicians’ Service to plan for including 
radiation therapy in the Kansas Blue Shield program. 

To avoid difficulties which have arisen in other 
states, the group went on record with a resolution 
that the House of Delegates of the American Med- 
ical Association be instructed to withhold approval 
for internes and residents in hospitals exploiting 
professional medical services, in an attempt to force 
hospitals to stop such practices, especially concern- 
ing radiologists. 

The group disapproved fixed rate salary arrange 
ments between hospitals and radiologists and ap- 
proved contract arrangements, as recommended by 
the American Board of Radiology. 

There are now 19 members in the society. Mem- 
bership requirements are those outlined by the Ra 
diological Society of North America. Complete 10- 
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formation may be obtained from Dr. A. F. Rossitto, 
Wichita Hospital, Wichita, Kansas. 


Kansas Society of Pathologists 

The Kansas Society of Pathologists, organized 
during the past winter, held a meeting in Topeka 
during the annual session of the Kansas Medical 
Society. The following officers were elected: presi- 
dent, Dr. W. W. Summerville, Kansas City; vice 
president, Dr. L. C. Murphy, Wichita; secretary- 
treasurer, Dr. A. A. Fink, Topeka. 

All pathologists in the state of Kansas are eligi- 
ble for membership. Since the organization is small, 
it is felt that benefit can be derived by combined 
meetings with other groups, and plans have been 
made for a meeting in September with pathologists 
from Oklahoma. A joint meeting with pathologists 
from the western division of Missouri was held suc- 
cessfully in April. 


Eye, Ear, Nose and Throat Section 
A meeting of the Eye, Ear, Nose and Throat Sec- 
tion of the Kansas Medical Society was held at To- 
peka May 9-12, 1949. Officers were elected as fol- 
lows: president, Dr. N. L. Francis, Wichita; presi- 
dent-elect, Dr. Maurice J. Ryan, Kansas City; sec- 
retary-treasurer, Dr. W. D. Pitman, Pratt. 


Participate in Sports Events 

In spite of rainy weather many physicians took 
part in golf and trapshooting events at the 90th an- 
nual session on Monday, May 9. Dr. W. K. Hobart, 
Topeka, paced the golf tournament at the Topeka 
Country Club with a 77, six over par, and Dr. W. A. 
Smiley, Junction City, scored 89 of 100 to win the 
trap shoot at the Topeka Gun Club. Prizes were 
awarded at a tournament banquet that evening at 
the country club. 

Other prize winners in the golf tournament were 
Dr. Ed Ashley, Chanute, 80, and Dr. Glen Ashley, 
Chanute, 81. Low net winner for the day was Dr. 
E. E. Harvey, Salina, with a 64, closely followed by 
Dr. W. F. Dreyer, Independence, 65. Additional 
prizes were won by Dr. J. L. Lattimore, Topeka; 
Dr. E. S. Edgerton, Wichita; Dr. R. P. Norris, Wich- 
ita, Dr. J. W. Shaw, Wichita; Dr. C. W. Miller, 
Wichita; Dr. A. P. Cloyes, El Dorado; Dr. R. A. 
West, Wichita; Dr. J. A. McLaughlin, Wichita; 
Dr. J. C. Joslin, Harper, and Dr. George Marshall, 
Colby. 

Three physicians tied for second place in the trap 
shoot, Dr. Ed Smiley, Junction City; Dr. William 
Brown, Paola, and Dr. F. L. Loveland, Topeka. Also 
awarded prizes were: Dr. Arnold Baum, Stockton; 
Dr. F. R. Croson, Clay Center; Dr. Ben Brunner, 
Wamego; Dr. J. L. Mothershead, Denton; Dr. C. V. 
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Minnick, Junction City; Dr. F. C. Boggs, Topeka, 
and Dr. J. D. Bowen, Topeka. 

Prizes for the various events were donated by the 
following: Riggs Optical Company, Schering Cor- 
poration, Lanteen Medical Laboratories, Inc., Ciba 
Pharmaceutical Products, W. H. Schlatter and Com- 
pany, C. R. Tyler Agency, Van Pelt and Brown, Inc, 
Sharpe and Dohme, H. J. Heinz Company, Munns 
Medical Supply Company, Inc., Meyers Professional 
Pharmacy, Raish Drug Company, Doho Chemical 
Corporation, E. R. Squibb and Sons, and Mead 
Johnson and Company. 


New Air Force Medical Service 


Organization of the United States Air Force Med- 
ical Service within the Department of the Air Force 
has been announced by General Hoyt S. Vanden- 
berg, Air Force Chief of Staff. Major General Mal- 
colm C. Grow, surgeon general of the air force, who 
heads the medical service, will report directly to 
General Vandenherg. 

Highlight of the plan for the service is the pro- 
vision assuring career opportunities for personnel. 
Housing for medical officers and their families, sta- 
bility of assignment and opportunities for medical 
and scientific advancement are features of the plan. 


“Medical specialists are assured of opportunities 
for advanced training in both clinical medicine and 
research in aviation medicine. Professional facili- 
ties of general hospitals and laboratories, approved 
civilian institutions and air force facilities will be 
used to provide regularly spaced training tours for 
members of the air force medical service,” the an- 
nouncement stated. 

The plans are designed to correct major objec- 
tions of professional people to a career in the armed 
forces. Medical officers will be given every oppor- 
tunity to pursue their specialties and doctors and 
dentists who volunteer to serve for more than one 
year will continue to receive the extra $100 a month. 
Officers, nurses, and enlisted technicians who qualify 
and are assigned flying duties will receive additional 
hazard pay. 

The service will be manned by both regular and 
reserve officers, reserve officers having the preroga- 
tive of serving limited periods of active duty. Ci- 
vilians desiring regular or reserve commissions may 
apply directly to the surgeon general, U. S. Air Force, 
Pentagon, Washington. 

Recognition of prior professional training and 
previous military service will be given in original 
appointments. Regular and reserve officers who 
have had duty with the army air force may apply t0 
the surgeon general for transfer to the new air force 
medical service before July 26. 
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Report From The Kansas University Medical Center Clinical 
Pathological Conference 
Edited by Glen R. Shepherd, M.D., and Mahlon H. Delp, M.D. 


Case Summary 


The patient was a 70-year-old extremely black 
male admitted with the chief complaints of draining 
sinuses around the genitalia and extreme weakness. 

In 1943, the patient had a rather poorly described 
lesion in the scrotum treated by orchiectomy. This 
was of an inflammatory nature but a report of path- 
ology was not obtainable. Since that time draining 
sinuses persisted in the scrotum, and in the course 
of the remaining spermatic cord. Abscesses inter- 
mittently appeared in the perineum. For the past six 
months he had been very weak and occasionally 
fainted. He was referred to this hospital for com- 
plete examination. 

Past history revealed a luetic infection in youth, 
treated with 20 “shots.” It was noted in the family 
history that one brother with whom he lived had 
active pulmonary tuberculosis. The last contact with 
this brother was 20 years ago. 

System review brought out a considerable weight 
loss, amount unknown; nausea and vomiting for one 
week prior to admission, with vomiting of red blood 
on one occasion; poor appetite and occasional bouts 
of diarrhea for the past three years; occasional short- 
ness of breath on exertion but no cough or ex- 
pectoration; and stumbling while walking in the 
dark and climbing stairs. He attributed most of the 
difficulty in walking to weakness. 

Physical examination showed a powerfully: built, 
well nourished colored male appearing chronically 
ill. BP 110/90; pulse 76. The remainder of the ex- 
amination was normal with exception of genito- 
urinary findings. The right epididymus was en- 
larged and nodular without skin fixation; the right 
spermatic cord was indurated but not beaded; the 
left testicle was absent; there were draining sinuses 
in the left side of the scrotum and over the mid- 
portion of the right spermatic cord. The prostate 
was Grade II enlarged, but smooth and benign in 
character. Seminal vesicles were not felt. 

Laboratory findings: urinalysis—acid, 1.032, faint 
trace of albumin, pus cells 300 per cc.; stain showed 
short fat rods singly and in chains. CBC normal. 
Serology negative. NPN 52.5, creatine 1.2, sugar 76, 
cholesterol 193. Smears from draining sinuses in 
urine revealed no acid-fast organisms. Inoculation 
of material from draining sinuses into guinea pig 
was not done. Urine culture grew hemostaphylococci 
and Ps. Aeruginosa. 

Chest x-ray showed a heart within normal limits 
in size, but hypertensive in contour. The lungs ap- 


peared normal. A plate of the K.U.B. tract showed 
only early osteoarthritis of the spine. 


EKG “showed sinus tachycardia, general diffuse 
depression of EMF, levorotation. 


During his course in the hospital the patient was 
endoscoped and found to have trabeculation of the 
bladder and an obstructing prostate. Mucosa of the 
bladder was diffusely inflamed, suggesting a tuber- 
culous process. The bladder was otherwise normal. 
In view of these findings, it was decided to do ex- 
cretory pyelograms rather than risk retrograde vis- 
ualization. Following endoscopy, the patient became 
rapidly weaker and hypotensive. No specific physi- 
cal signs of localized disease were found. The blood 
chlorides fell to 360, but were elevated to 480 with 
saline infusions. He subsequently developed gener- 
alized vasomotor collapse, profound shock with 
tachycardia, and a high fever, and died in spite of 
treatment. Desoxycorticosterone was given. 


Dr. Delp (chairman): In answer to the questions, 
there was no change in the patient's color for his 
wife said he was always quite dark. No lymphaden- 
opathy was present. The x-ray films were of little 
aid in making a diagnosis. They did serve to rule out 
pulmonary tuberculosis. May we have Mr. Miller's 
comments now? 


Differential Diagnosis 


Mr. Miller (medical student): In this case, I-was 
wondering about the nature of the sinuses this fel- 
low had, his persistent syncopy, persistent weakness, 
and the undeterred collapse he had. The history 
would indicate that there was something wrong with 
one testicle. It had been removed. Draining sinuses 
later, indicate an infectious process. I thought of 
tuberculosis of the epididymis with involvement of 
the tissue around the scrotum. The right epididymis 
was mentioned as being indurated and nodular. 


The diagnosis that I have in mind is Addison's 
disease, since tuberculosis of the adrenal gland is 
often the cause of Addison’s disease. The clinical 
picture is quite consistent with the picture that is 
often seen in Addison’s disease; weakness, exertional 
dyspnea, poor appetite and bouts of diarrhea, al- 
though gastrointestinal symptoms are not mark 
here. Usually patients with Addison’s disease have 
more nausea and distress in the abdomen after meals. 
Usually they have an anemia which is not present in 
this case. His blood chlorides were considerably di- 
minished. In adrenocortical insufficiency, the excre- 
tion of chlorides increases together with a greater 
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retention of potassium. The increased potassium 
tends to diminish the tone of the heart and accounts 
for some of the cardiac disease, hypotension, and the 
tendency to go into crises. 

Another diagnosis that I considered was the 
Stokes-Adams syndrome which could account for 
some of his syncope. However, his pulse was 76 and 
his electrocardiogram showed no heart block. So, I 
think Stokes-Adams syndrome not applicable. 

Pernicious anemia might be considered, except 
for his normal blood picture without liver treatment 
and the absence of neurological signs typical of per- 
nicious anemia. Stumbling and difficulty in climb- 
ing stairs might indicate a subacute combined de- 
generation of the cord. The protocol indicates this 
was due to his weakness, and I think that reasonable. 

A testicular tumor that had metastasized to some 
region of the central nervous system causes a rather 
bizarre picture of weakness and syncope. The ab- 
sence of a palpable mass anywhere, the absence of 
chest findings, and lymphadenopathy tend to rule 
this out. 

Hemochromatosis would explain the increased 
pigmentation, if it were increased, but other sug- 
gestive findings of hemochromatosis are absent. My 
final diagnosis is Addison’s disease. 

Dr. Delp: Your complete diagnosis, is then, what? 

Mr. Miller: Tuberculosis of the adrenal glands 
with adrenal insufficiency. 

Dr. Delp: You make that diagnosis with confi- 
dence. Do you have an explanation for the dis- 
turbances resulting in the low blood sodium? 

Mr. Miller: The retention of chlorides is dimin- 


Figure 1. 
tensive destruction of the a 
flammatory reaction. 


Photomicrograph of adrenal gland. Tissue showing ex- 
areadl with giant cells of tuberculosis in- 
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ished. For some reason that I don’t understand the 
chlorides are not readily absorbed from the tubules, 

Dr. Delp: Do you think Addison’s disease is a 
common disease in colored people, Mr. Miller? 

Mr. Miller: I don’t think it is a common disease 
in any race of people, but I don’t know its relative 
frequency in Negroes. 

Dr. Delp: Thank you. 

Clinical Discussion 

Dr. Valk (urologist): It seems that this patient 
must have had tuberculosis contact earlier, leading 
to a tuberculous bacteriemia and a possible tuber- 
culous nephritis with retrograde infection of the 
genitalia. It seems logical to assume that the adrenal 
glands could be bilaterally involved. Possibly acid- 
fast bacilli were not demonstrated because of treat- 
ment with streptomycin. 

The fact that this patient was well until a minor 
surgical procedure was done is worthy of comment. 
The tuberculosis of the adrenal cortex was consid- 
ered possible upon the basis of hypotension, muscu- 
lar weakness, low blood sugar, and hypochloremia. 

Our diagnosis was bilateral pyelonephritis, ob- 
structive disease (on the basis of the NPN and 
trabeculations) , and tuberculosis of the adrenal cor- 
tex. 

Dr. Delp: Dr. Allen, the diagnosis seems to be 
quite obvious in the minds of the first two speakers. 
Do you have any criticisms or comments about the 
diagnosis? What was your opinion of this case? 

Dr. Allen (internist): The diagnosis of chronic 
adrenal insufficiency in the white person is perhaps 
not too difficult when the full blown picture is pres- 
ent. That is, pigmentation of the skin and mucous 
membranes, hypotension, weakness, and the rather 
classical blood chemical findings. It has been pointed 
out by several men at Michigan that prior to 1942, 
there were only 20 cases of Addison’s disease in Ne- 
groes reported in the American literature, or pet- 
haps the literature of the world. They thought this 
was due to several factors. First, Addison’s disease 
is not an obvious diagnosis in a colored person be- 
cause you lose the opportunity of suspecting it when 
characteristic skin pigmentation is obscured. Sec- 
ondly, the lack of cases may be simply a lack of 
interest in reporting cases of Addison’s disease in 
colored people. These observers felt that the inci- 
dence of Addison’s disease in colored people was 
probably no different by and large than it was in 
white people, or perhaps very slightly greater in 
Negroes due to the frequency of tuberculosis in 
colored people. 

For chronic adrenal insufficiency, several methods 
of approaching the diagnosis have been devised. One 
of the first, reported by Harrop in 1933, consists of 
withholding chlorides from a patient for two of 
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three days and thus precipitating an acute episode of 
adrenal insufficiency. That, however, involves some 
danger to the patient and several deaths have been 
reported from such a procedure. Later, in 1936, 
Zwemer and Truszkowski reported the potassium 
tolerance test. Perhaps a better test is that reported 
by Robinson, Power, and Kepler which involves the 
quantity of urine output in a patient receiving nor- 
mal amounts of chloride together with measurement 
of the sodium and chloride in the urine. Addisonians 
excrete the excess water much slower than normal 
and tend to excrete sodium and chloride in larger 
amounts. 

Evaluation of any one of these tests is difficult. 
Certainly the water test’s chief disadvantage is that 
in early, mild, or chronic insufficiency the diagnosis 
may be missed. There will probably be more false 
negative tests than false positive tests in the various 
retention tests. The determination of 17-ketosteroids 
in the urine is of some value although their excre- 
tion is altered by a number of things other than 
chronic adrenal insufficiency. In acute crises the 
diagnosis is not too difficult if careful attention is 
paid to blood chemical disturbances. 

Dr. Delp: The clinicians seem agreed on the diag- 
nosis of Addison’s disease. Dr. Statland also made 
a diagnosis of adrenal insufficiency due to tuber- 
culosis in this case. Urology and medicine agree. 

Pathological Report 

Dr. Pebley (gross pathology): No evidence of 
increased weight loss except for some decrease in 
the periorbital tissues was noted. 

There was no unusual lymphadenopathy except 
for mild nodularity in both inguinal regions. 

The left testicle was’ absent, a draining sinus ap- 
proximately 114 cm. in diameter and a ragged 
necrotic border were noted on the lateral aspect of 
the left side of the scrotum. 

There was no more than 20 cc. fluid in both 
pleural cavities. Excessive calcified hilar nodes were 
present along the right side of the hilum. 

Heart weight was 250 grams. It was flabby, with 
numerous petechiae of the epicardium and myo- 
cardium. 

The only evidence of lues was found in the aorta. 

The right adrenal gland weighed 12 grams with 
distortion of the whole gland and replacement by 
nodules of firm non-caseous granular material. In 
various areas the medulla appeared to be still pres- 
ent but no cortex was detected. The left adrenal 
weighed three grams. The cortex and medulla were 
present in most of the gland but at one end there 
was considerable cellular infiltration similar to that 
in the right. 

The kidneys didn’t appear abnormal. There was 
no evidence of pyelonephritis. 
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No reason was found for the clinically noted ob- 
struction to urinary flow. 

The right epididymus was large and fibrous. The 
right testicle showed caseation necrosis. 

Examination of the scrotum revealed a sinus open- 
ing on left anterolateral aspect with a small amount 
of reddish brown discharge. 

The left spermatic cord terminated in the sinus 
opening. 

The brain showed nothing unusual except in the 
right lobe of the cerebellum the meninges were ad- 
herent to the floor of the brain over a small area. 

The gross diagnosis is old syphilis, old tubercu- 
losis, possibly primary in the hilar lymph nodes with 
secondary invasion of the adrenals and the genito- 
urinary system. The heart was dilated terminally. 

Dr. Boley (microscopic pathology): Microscopic 
findings confirm the gross diagnosis. The cause of 
death was myocardial failure. Sections through the 
peribronchial lymph nodes show no active process 
present. The adrenals show small foci of cortical 
tissues remaining; however, the greater part is re- 
placed by caseation necrosis and fibrosis. Very little 
adrenal cortical tissue remains in either adrenal. 
From the microscopic findings, though, it is very dif- 
ficult to tell the extent of the Addison’s.disease. The 
vas deferens through the left cord shows a lumen 
filled with caseous necrotic material and granulation 
tissue of a tuberculous type. In the right testicle, the 
location of the caseous necrotic mass was around the 
right testicle—producing pressure on the testicle 
causing atrophy. Sections of the bladder show very 
little infiltration into the submucosa. A diagnosis of 
tuberculosis of the bladder or of the prostate cannot 
be made. In the kidney there is noted little change 
other than swelling of Bowman’s capsule, indicating 
acute glomerulitis. 

Following is a slide of the incidence of various 
cases of tuberculous adrenal insufficiency and pri- 
mary cortical atrophy since its first description: 


Thc adrenal insuff. Pri. Cort. Atrophy 
Guttman................ review 566 cases 65 
U. of Toronto 7 
Friedman............... Army Anat. Path, (to 1941) 6 


” (1941-46) 15 


This means that we are now finding more cortical 
atrophy. Perhaps, more of these cases are being re- 
ported and fewer of those due to a tuberculous 
ptocess are being reported, giving a presently dis- 
torted figure. Tuberculosis of the adrenal occurs two 
to three times more often in males than in females. 
Cortical atrophy, on the other hand, is more com- 
mon in females than males. 

Dr. Wahl (professor of pathology): We have 
here a very good example of secondary tuberculosis 
with the primary lesion healed. We have not dem- 
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YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 
standards of the time, were conspicuous for success. 

Twenty-five years ago experience had bet- 
tered the methods. Today with the advantages of collateral medicine, 
treatment is markedly further improved. 

The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy and 
massage speed physical and emotional re-education. Co-operation 
with referring physicians. Write or phone. 


She 
RALPH 


SANITARIUM 


Ostablished 1807 


Ralph Emerson Duncan, M.D. 
DIRECTOR 


529 HIGHLAND AVENUE e@ KANSAS CITY 6, MISSOURI 
Telephone Victor 3624 - 
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onstrated any acid-fast organisms. The active lesion 
is in the adrenal glands. Addison’s disease is not a 
common one. Out of 15,000 autopsies done at this 
institution, we have probably no more than four 
cases of Addison’s disease. Addison’s disease is a 
clinical diagnosis—not a pathological one. Presence 
of tubercles in the adrenal does not mean Addison’s 
disease. We have seen adrenals almost completely 
destroyed by tumor, usually secondary, which have 
presented no symptoms of adrenal insufficiency. We 
do not know how to explain this. 


Clinical Discussion 


Dr. Delp: Dr. Sirridge, as an endocrinologist, 
would you discuss the treatment of adrenal crisis? 

Dr. Sirridge: The crisis of Addison’s disease is 
one of the most urgent emergencies in medicine. I 
know of none where attention to all the little factors 
is so important as in the treatment of Addisonian 
crises. The routine which we use has been checked 
rather carefully and has been modified over the last 
few years. At the present it is about like this. 

The patient should be in a single room and kept 
warm and comfortable. Although the temperature 
is usually subnormal in Addison’s disease, in crises 
it may be high with or without the presence of in- 
fection. The patient should be examined as little as 
is necessary to establish the clinical diagnosis and the 
obvious site of the infection if one is present. After 
the physical examination, treatment must be started. 
It must be prompt, accurate, and thorough. 

Characteristic laboratory findings, as you all know, 
are a low blood sugar, the urea and NPN are high 
due to retention, with hypochloremia and hyper- 
potassiumemia. 

If the patient is comatose, two drugs may be used: 
adrenal cortical extract, which is the most important, 
and desoxycorticosterone acetate. Adrenal cortical 
extract is the gross extract including all the materials, 
presumably, manufactured or excreted by the adrenal 
cortex. It is sold under such names as Adrenal Cor- 
tical Extract, and Eschatin. Desoxycorticosterone 
acetate is pure and is cheap in comparison to adrenal 
cortex extract which is very expensive. However, 
desoxycorticosterone acetate’ is not as important in 
crises. 

If the patient is unconscious, or semicomatose, 
adrenal cortical extract should be given immediately 
intravenously. Suppose you have already drawn 
enough blood for the CBC, the sedimentation rate, 
and the hematocrit which is used only as an index of 
hydration. Ten cubic centimeters adrenal cortical 
extract should be given intravenously. If the patient 
is not awake it should be continued intravenously 
until at least 25 cc. are given. It can be given rap- 
idly. I have never experienced ill effects nor seen 
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a reaction in its administration. Depending upon 
the condition of the patient, you may wish to give 
the 25 cc. of cortical extract in the form of an in- 
fusion. In any event, an infusion must be used early 
in the treatment, consisting of 1000 cc. normal sa- 
line with two or three per cent glucose. You should 
give it intravenously within the hour. Pour it in 
rapidly. “The heart, as has been described, is small 
and flabby and it will expand. 

Immediately following this, the patient should 
probably be given penicillin or some other antibiotic 
emperically. 

The purpose of the glucose in the solution is to 
avoid the hypoglycemia which occurs in a good pro- 
portion of the patients in Addison’s disease. I have 
seen patients treated in crisis and two days later die 
in hypoglycemia. 

The adrenal cortical extract should be continued, 
giving perhaps 10 cc. intramuscularly every hour 
until the patient is definitely out of danger. This 
will require 200 to 300 cc. in 24 hours. I have seen 
as much as 490 cc. given in 24 hours and about 1500 
cc. in the next week. The patient is now living and 
well. 

Desoxycorticosterone acetate helps maintain the 
mineral elements, particularly the potassium. It is a 
powerful drug and should be given in small doses. 
The dose should be about one milligram twice a day. 
Excess of this drug may kill the patient through 
hypopotassiumemia. In no case should desoxycor- 
ticosterone acetate ever be given in doses larger than 
10 milligrams a day. 

When the patient is improved enough to take 
food by mouth, give a high carbohydrate, high pro- 
tein diet with salt given by enteric coated tablets 
rather than adding it to the food. Remember, the 
patient already has an anorexia, vomiting, possibly 
diarrhea, and if you add too much salt to the food it 
will decrease intake. Salt dosage should be six to 12 
grams per day. 

Essentially the treatment of crisis is long on the 
adrenal cortical extract, very little on the desoxycor- 
ticosterone acetate, sodium chloride intravenously, 
sugar by infusion. Careful attention to blood sugar 
values throughout the critical period is necessary. At 
no time should the patient be given up in Addi- 
sonian crisis. So long as alive adrenal cortical ex- 
tract should be used and treatment continued vig- 
orously. Regardless of the condition of the patient 
when first seen, treat accurately, promptly, and 
thoroughly. Hours make a lot of difference. 

Dr. Delp: Dr. Weber, do you have any comments 
to make about the various chemicak diagnostic pfo- 
cedures that Dr. Allen outlined for us? 

Dr. Weber (clinical pathologist): The test which 
is probably best is the Kepler-Wilson test. Night 
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Further evidence of the safety 
of ‘Benzedrine’ Sulfate therapy 


More data, showing that “Benzedrine’ Sulfate, in proper 
dosage, produced no toxic effects, have lately been pub- 
lished in a study by Caveness.! 

He gave the drug for 14 consecutive weeks to 23 un- 
selected hospital patients whose ages averaged 65 years. 
Daily dosages over the period ranged from 5 to 30 mg. 


The author observes: 

**,,. no significant changes were noted in the cardiovascular, urinary, 
hematopoietic, or respiratory systems...” 

From this study, it would appear that ‘Benzedrine’ Sul- 
fate may be safely used in the treatment of depression 


in the aged. 


1. New York State J. Med. 47:1003 


(racemic amphetamine sulfate, S.K.F.) 


*T.M. Reg. U.S. Pat. Off, one of the fundamental drugs in medicine 
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urine is collected, a certain amount of water is given 
to the patient, and urine collected hourly in the 
morning. It is not a diagnostic test so much as an 
exclusion test. If the volume of any one of the morn- 
ing samples is in excess of the total evening speci- 
men, the patient presumably does not have Addison’s 
disease. As Dr. Sirridge has indicated, the adrenal 
does not secrete any one single hormone, but many. 
This Addisonian crisis probably followed after the 
cystoscopic examination. When was the blood chlor- 
ide drawn? 

Dr. Mitchell: The blood chlorides were drawn 
after the cystoscopy. 

Student: Did the EKG’s mirror the high po- 
tassium one would expect in this case? 

Dr. Delp: Perhaps Dr. Cochran will say a few 
words about that. 

Dr. Cochran (cardiologist): The EKG does not 
fit the picture of a high potassium level. Probably 
the time element was wrong, that is, the EKG was 
taken when hyperpotassiumemia was not yet pres- 
ent. 

Summary 

We learn from this case that Addison’s disease is 
not commonly recognized in colored patients al- 
though no proof of its rarity in this group exists. 
We further learn that a high index of suspicion is 
a prerequisite to good diagnosis. The several tests 
of adrenal functions are valueless unless applied. 
Atrophy of the adrenal gland is now more frequently 
encountered as the cause of failure than is tubercu- 
losis. 

Addisonian crisis is a potential danger even under 
such minor stresses as a cystOscopic examination. It 
has been emphasized that after recognition of acute 
adrenal insufficiency prompt and vigorous therapy 
is required if recovery is to result. 


ACTIVITIES OF MEMBERS 


Dr. O. W. Davidson of Kansas City, immediate 
past president of the Kansas Medical Society, Dr. 
Earl Mills of Wichita and Dr. T. L. Foster of Hal- 
stead were recently named by Governor Frank Carl- 
son as members of a new advisory commission on 
state institutions. The commission, with Dr. David- 
son as chairman, will direct management of state 
charitable institutions, industrial schools and the 
tuberculosis sanitarium. 

* * * 

Dr. James Mott, Lawrence, took office last month 
as president of the Kansas Public Health Associa- 
tion. Dr. Vernon M. Winkle, Kansas City, was 


named president-elect of the group. 
* * * 


Dr. Albert C. Hatcher, who has been specializing 
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in obstetrics, gynecology and abdominal surgery at 
the Mayo Clinic during the past three years, has re- 
turned to Kansas to resume practice at the Hatcher 
Clinic and Hospital in Wellington. 

* * * 

Dr. A. C. Gulick, who has been practing in Good- 
land since 1900, was honored recently when the city 
council of Goodland named a new park “Gulick 
Park.” 

* * * 

Dr. M. E. Robinson, Goodland, was guest speaker 
at a refresher course on cancer given recently at 
Colorado Springs by the El Paso, Colorado, County 
Medical Society. 

* * * 

Dr. J. F. Hassig, who recently completed 50 years 
in the practice of medicine in Kansas City, was guest 
of honor at a dinner at St. Margaret's Hospital, Kan- 
sas City, on May 19. 

* * * 

Dr. J. G. Hughbanks, Independence, spoke on so- 
cialized medicine at a meeting of the Kiwanis Club 
there last month. 

* * * 

Dr. Harold L. Graber, who has been practicing in 
Nickerson, has joined the staff of the Gage-Hall 
clinic in Hutchinson. He will retain his office in 
Nickerson for evening appointments until a resident 
physician is secured there. 

* * * 

Dr. Haddon Peck, president of the Kansas Med- 
ical Society, addressed 250 delegates of the Kansas 
State Federation of Labor during its convention in 
Topeka on May 13. 

* * * 

Dr. J. A. McLaughlin of Wichita, who practiced 
for many years in Greensburg, was honored at a 
community celebration in Greensburg on April 24. 
The occasion was planned to commemorate his 50th 
anniversary in the practice of medicine. 

* * * 

Dr. C. Henry Murphy, health officer for Sedg- 
wick County, became assistant health officer of the 
city of Wichita, May 1, a step in the merger of the 
city and county health departments. Dr. Murphy 
has given up his private practice. 

* * * 

Dr. Carl Smith, who has been practicing in Sedan 
since 1937, and his brother, Dr. Kenneth Smith, who 
located in Sedan last December, have established a 
small diagnostic clinic there with new space prfo- 
viding rooms for examination, treatment, x-ray work 
and laboratory procedures. 

* * * 

Dr. Lyle Wonderlich, who has been practicing 1n 

Osborne, has joined the staff of the St. Joseph Hos- 
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He started retiring today! 


-.. and it feels good! 

It’s going to take time, but the point 
is... he’s taken that all-important first 
step ... he’s found a way to make saving 
a sure, automatic proposition . . . 

He’s buying Savings Bonds, the safest 
investment there is, through the Payroll 
Savings Plan! 

This makes saving an absolute certainty! 
You don’t handle the money to be in- 
vested . . . there’s no chance for it to slip 
through your fingers and . . . U.S. Savings 


Bonds pay you 4 dollars for every 3 in- 
vested, in ten years! 

Think it over! We believe you'll agree 
that bonds are the smartest, surest way 
there is to save. 

Then—sign up for the Payroll Savings 
Plan yourself, today! Regardless of your 
age, there’s no better time to start re- 
tiring than right now! 

P. S. If you are not eligible for the Payroll 
Savings Plan, sign up for the Bond-A- 
Month Plan at your bank. 


Automatic saving is sure saving — U.S. Savings Bonds 


Contributed by 


912 Kansas Avenue 
TOPEKA, KANSAS 


CAPPER PRINTING CO., Inc. & 
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pital in Concordia and will specialize in anesthesi- 
ology there. 
* * * 

The Mulvane Chamber of Commerce and Mul 
vane Civic Club were joint hosts at a community 
celebration on April 26 honoring Dr. Leslie H. 
Cobb, who opened an office there last fall. 


* * * 


Dr. Richard S. McKee, Leavenworth, was named 
coroner of Leavenworth County last month. 
* 


- 


Dr. Clarence H. Steele, .Kansas City, was guest 
speaker at a meeting of the staff of the Community 
Hospital, Beloit, recently. He discussed “Bronchos- 
copy in Relation to Pulmonary Disease.” 

* * * 


Two physicians recently moved to Hays to estab- 
lish practice there. Dr. Henry M. Foster, formerly of 
Fort George C. Meade, Maryland, will specialize in 
obstetrics and pediatrics as a member of the staff of 
the Eddy Clinic. Dr. A. M. Cherner, who will spe- 
cialize in radiology at the two Hays hospitals and at 
the Eddy Clinic, formerly practiced in Grands Rap- 
ids, Michigan. 

* * * 

Dr. Robert N. Shears, who recently finished a resi- 
dency in pediatrics at St. Joseph’s Hospital, Kansas 
City, Missouri, is now practicing in Hutchinson in 
association with Dr. R. Y. Jones and Dr. Robert 
Fernie. 

* * * 

Dr. Clyde W. Miller, Wichita, was recently ap- 
pointed a member of the Committee on Members 
and Credentials of the American Academy of Gen- 
eral Practice. 

* * * 

Dr. H. B. Ivy, first resident physician at Sunflower 
Village, left there June 1 to enroll for postgraduate 
work at Tulane University, New Orleans. Next year 
he will begin a three-year residency in ophthalmology 
at Henry Ford Hospital, Detroit, Michigan. Dr. 
Hiram H. Avery, formerly of Omaha, is taking over 
Dr. Ivy's practice in Sunflower Village. 

* * * 

Dr. William Brownlee has completed a two-year 
tour of duty with the United States Army in Europe 
and upon his release from the service will be asso- 
ciated in practice with his father, Dr. J. J. Brownlee, 
in Hutchinson. 

* * * 

Dr. R. C. Polson, Great Bend, has been named city 
health officer. 

* * * 

Dr. A. E. Hiebert, Wichita, recently became a 
diplomate of the American Board of Plastic Surgery. 
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COUNTY SOCIETIES 


The second meeting of the newly organized Mid- 
west Kansas Medical Society was held in Pratt, April 
20. Dr. Charles Dennie, Kansas City, spoke on te- 
actions from the use of penicillin and’ antibiotics in 
the treatment of skin diseases, and Dr. L. K. Chont, 
Winfield, discussed pathology and bone tumors. It 
was decided that the next meeting of the group will 
be held in Hutchinson. 

* * * 

The Leavenworth County Medical Society met 
April 11. Dr. Clarence Erickson, Pittsburg, spoke 
on “Treatment of Common Cardiac Conditions.” 

* * * 

The Marshall County Medical Society held a joint 
meeting with the Auxiliary on May 5 at Marysville. 
Dr. D. N. Medearis, Kansas City, presented a scien- 
tific paper and Dr. Conrad M. Barnes, Seneca, dis- 
cussed rural health. 


DEATH NOTICES 
WILLIAM AUGUST KLINGBERG, M.D. 

Dr. W. A. Klingberg, 74, an active member 
of the Dickinson County Medical Society, died 
in his office at Hope May 10. He was grad- 
uated from Rush Medical College in 1901 and 
later that year began practice at Elmo, later 
moving his office to Hope, although he con- 


tinued to serve the Elmo community. 
* * * 


THOMAS CLARK HINKLE, M.D. 

Dr. T. C. Hinkle, 73, physician, minister and 
author, died at his home in Onaga May 13. He 
was graduated from the Kansas Medical Col- 
lege, Topeka, in 1904 and later was ordained 
a minister. During his years of practice, 25 at 
Baldwin, he also became interested in writing 
and was the author of 30 dog and horse stories 
for young people which found a wide audience 
among adults as well as children. He was an 
honorary member of the Pottawatomie County 
Medical Society. He was serving as a minister 
of the Congregational Church at the time of 
his death. 

PAUL EDGAR CONRAD, M.D. 

_ Dr. Paul E. Conrad, 54, Hiawatha, an active 
_member of the Brown County Medical Society, 
was killed May 20 in an airplane crash which 
also took the lives of four other Hiawatha 
residents. After his graduation from the Uni- 
versity of Nebraska College of Medicine, 
Omaha, in 1924, he came to Kansas to practice 
and was active in medical activities in Brown 
County. 
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The Tri-County Medical Society, Cowley and Sum- 
ner Counties in Kansas and Kay County in Okla- 
homa, met April 14 in Wellington. At the business 
session the following officers were elected: presi- 
dent, Dr. L. G. Neal, Ponca City; vice president, Dr. 
W. G. Weston, Arkansas City; secretary, Mr. Gene 
Wilcox, Winfield. 


‘The scientific program was presented by two 
members of the faculty of the Oklahoma University 
School of Medicine. Dr. Harry Wilkins spoke on 
“Headaches and Intractable Pain in General Prac- 
tice,” and Dr. Bert Keltz discussed “Present Man- 
agement of Diabetes.” Mr. Oliver E. Ebel, Topeka, 
spoke on medical legislation. 

* * * 


The Mitchell County Medical Society entertained 
legislators of that area at a dinner meeting at the 
Porter Hotel, Beloit, April 25. Informal talks were 
made by Senator Wayne Ryan, Clay Center, Repre- 
sentative William Weyland, LaCrosse, and Dr. F. R. 
Croson, Clay Center. 

* * * 


The Shawnee County Medical Society met May 2 
at Topeka. A business session was held and a mo- 
tion picture, “Clinic on the Deafened,” was shown. 


* * * 


The Marion County Medical Society announces 
the election of the following officers: president, Dr. 
Charles Magee; vice president, Dr. E. S. Rich; secre- 
tary-treasurer, Dr. O. C. McCandless; director, Dr. 
G. J. Goodsheller. 


* * * 


The Reno County Medical Society held a joint 
meeting with the staff of the Grace Hospital, Hutch- 
inson, on May 5. Speaker for the evening was Dr. 
Franklin D. Murphy, dean of the University of Kan- 
sas School of Medicine, who discussed the future of 
the school, new concepts in medical education, and 
plans for short-term residencies and refresher courses 
to keep physicians in contact with current advances 
in medical practice. Representative F. D. Mundell, 
a brother of Dr. Walter Mundell, was a guest at the 
meeting. 

* * * 


A meeting of the Sedgwick County Society was 
held at the Broadview Hotel, Wichita, May 24, and 
the following officers were elected for 1950: presi- 
dent, Dr. E. L. Mills; vice president, Dr. G. F. Gsell; 
secretary, Dr. L. E. Vin Zant; treasurer, Dr. J. L. 
Beaver. Dr. Haddon Peck of St. Francis, president 
of the state Society, discussed the year’s program 
and Mr. Oliver E. Ebel of Topeka, executive secre- 
tary, spoke on socialized medicine. 
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BOOK REVIEWS 


Handbook of Materia Medica, Toxicology, and 
Pharmacology. By Forrest Damon Davison. Pyb- 
lished by C. V. Mosby Company, St. Louis. 700 
pages, 34 illustrations. Price $8.50. 

This handbook aims at the correlation of the es- 
sentials of drug actions with the study and practice 
of medicine. Curtailment of material is accomplished 
by selection and condensation, yet the field of ma- 
teria medica, drug actions, and uses is adequately 
covered. Classification of therapeutic agents into 
groups of related actions simplifies the presentation, 

Emphasis is placed on official drugs and their 
use in prescriptions to exemplify the text, which 
should add to the practical value of the book. 

The sections on toxicology, toxic reactions to 
potent drugs, and the indicated treatment are espe- 
cially complete. 

From the viewpoint of pharmacology as a scien- 
tific basis of therapeutics, some of the author's views 
fail to agree with those expressed in more complete 
books on the subject. Some readers may feel that 
more explanation is desirable, and that for some 
sections a more complete documentation in accord 
with the recent literature would be an improvement. 
For such a broad subject perhaps additional bib- 
liography could not be cited in this commendable 
handbook for introductory reading, ready reference, 
and review.—R.M.L 

* * * 

Eye, Ear, Nose and Throat Manual for Nurses. By 
Roy H. Parkinson, M.D. Published by C. V. Mosby 
Company, St. Louis. 259 pages, 82 illustrations, two 
color plates. Price $3.00. 

This book is divided into three parts, the first a 
treatise for classroom work on Eye, Ear, Nose and 
Throat, the second, the subject of operating-room 
technique; the third part attempts to guide the pub- 
Jic health nurse in pursuit of her particular problems. 

Much more space would be needed to adequately 
review this book. However, its scope is indicated by 
the titles of its 12 chapters: Throat; Nose; Ear; Eye; 
External Ocular Diseases; Diseases of Refracting 
Media of the Eye; Internal Diseases of the Eyeball; 
Points in Care and Treatment of Eye, Ear, Nose, and 
Throat Conditions; Ear, Nose, and Throat Opefa- 
tions; Technic of Preparation and Conduction of 
Eye Operations; Description of Individual Eye 
Operations and Illustrations of Eye Instruments; and 
Eye, Ear, Nose and Throat Problems met by the 
Public Health Nurse. 

The new material has increased the text’s useful 
ness. However, the material covered for classroom 
use in the first division is generally covered in othet 
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YEARS 


PIONEERING, 
DEVELOPING, 
PRODUCING 


It was in 1865 that Charles A. 
Page organized one of the first 
canned milk plants in the world. 
Today, with improved modern, scien- 
tific facilities, the Page family is still actively 

engaged in the processing of top-quality evaporated milk. 


From this heritage of family know-how comes Page Milk, 
fortified with extra vitamin D. Addition of the sunshine vitamin, 
an improvement Page helped pioneer, makes Page Milk an ef- 
fective preventative for rickets. Irradiated 7 dehydrocholesterol 


is biologically assayed, insuring an unvarying vitamin D potency. 


Through the years no effort has been spared to improve proc- 
essing methods and raise the nutritional standard of Page Milk. 


Doctors can recommend Page Evaporated Milk with com- 
plete confidence that their patients are using a dependable, 
superior-quality product . . . produced by Page, a prominent 
name in canned milk history for more than eighty years. 


THE PAGE MILK COMPANY 
COFFEYVILLE, KANSAS 


General Offices: Merrill, Wisconsin 
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textbooks just as thoroughly; but as a whole the text 
should prove valuable to instructors in the teaching 
of younger students in this field. Also, the book 
should make a favorable impression and be well 
accepted by younger students. 

A few less desirable features of the book are: the 
illustrations could be more with the times. The 
Operating-room technic is good, generally speaking, 
but brief. However, there could be much added to 
the advancement of enucleations of the eye and the 
rather new subject of implants. Also, the descrip- 
tion of the individual eye operations could be more 
explanatory as to the approach, etc. 

This book in regard to problems of the public 
health nurse is a brief survey of the field with very 
littke background. It presents the ideal situation with 
very little criticism. 

The general content of this book is worth while 
and would prove successful in the teaching of 
younger students, providing they were to receive 
more advanced courses in these fields as they pro- 
gressed. This text is brief and gives only necessary 
directions and explanations. The book needs more 
basic character —A.L. 

* * * 

Psychiatry for Nurses. Third Edition, 1949. By 
Louis J. Karnosh, M.D. Published by C. V. Mosby 
Company. 417 pages, 39 illustrations. Price $4.00. 

Psychiatry is treated as a medical specialty which 
has finally attained the same status as medicine and 
surgery in its usefulness to humanity. 

Post war psychiatry stresses the preventive aspects 
of mental and nervous diseases. 

An outline of the special functions of a psychiatric 
nurse includes basic principles of the nurse-patient 
relationship which are important in the management 
and treatment of psychiatric patients. 

Defense mechanisms of personality are presented 
simply enough to be comprehended by any student 
nurse. 

The psychology of family life demonstrates the 
unconscious forces which dictate the fundamental 
drives of the individual. 

There is a plain and simple discussion of disorders 
of the sexual life which is found in very few text- 
books for nurses. i 

Psychiatry and law acquaint the psychiatric nurse 
with the legal aspects of psychiatry to spare her 
from émbarrassment. 

This book would be valuable to the postgraduate 
in a neuropsychiatric hospital. It might well be used 


as a reference for the student nurse, also—M.T. 
* * * 


The Uses of Penicillin and Streptomycin. By 
Chester Scott Keefer, M.D. Published by Unwersity 
of Kansas Press, Lawrence, Kansas, 1949. 68 pages. 
Price $2.00. 
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This book contains the three Porter lectures de- 
livered by Dr. Keefer at the University of Kansas 
School of Medicine. As stated in the title of the 
book, two of the three lectures are about the clinical 
uses of penicillin and streptomycin. The third lec. 
ture reviews the historical development of man’s 
search for antibacterial agents. 

In this book is a vast amount of useful informa. 
tion for the general practitioner and the specialist, 
Dr. Keefer has assembled in a monograph of less 
than an hour’s reading a vast amount of data col- 
lected over the past six or seven years. No one is in 
a better position than he is to do this, for as chair- 
man of the Committee on Chemotherapeutic Agents 
of the National Research Council it was his task to 
distribute penicillin and streptomycin and to assess 
therapeutic results in this country. 

The book is easy to read. It is written for the 
physician and contains much information that he 
should know. The various fractions of penicillin 
and streptomycin, mode of action, the relative sensi- 
tivity of bacteria, and the clinical response of bac- 
terial diseases to these antibiotics are considered 
briefly, and yet adequately enough to tell the physi- 
cian most of the practical points he would like to 
know.—H.A.W. 

* * * 

Fundamentals of Internal Medicine. Third Edi- 
tion. By Wallace M. Yater. Published by Appleton- 
Century-Crofts, Inc, New York. 1451 pages, 315 
illustrations. Price $12. 

The text strikes one immediately as being thor- 
oughly revised and up to date. This is apparent in 
the descriptions of treatment, introducing such te- 
cent antibiotics as aureomycin and chloromycetin. 
The various disease entities are covered as compfe- 
hensively and clearly as could be expected in the 
space used. A section on electrocardiography is well 
illustrated and deals with such modern developments 
as the unipolar leads. Included at the end are very 
helpful chapters on Dietetics, Chemotherapy and 
Antibiotics, Symptomatic and Supportive Treat- 
ment, Inhalational Therapy, Clinical Values and Use- 
ful Tables, and one on “The Physician Himself.” 
The author’s system of giving a list of recommended 
texts at the end of each chapter is a commendable 
one. It is difficult to see how a volume of this size 
could cover such a broad subject more adequately. 


The book should be of great value to students and 


practitioners as a study text and source of review.— 

The Ciba Collection of Medical Illustrations, 4 
Compilation of Pathological and Anatomical Paimt- 
ings Prepared by Frank H. Netter, M.D. Published 
by Ciba Pharmaceutical Products, Inc., Summit, New 
Jersey. 222 pages, 191 illustrations. 


JUNE, 1949 


Oooacro ospt ue 0, otoraao 

A private hospital for the scientific treatment of neuro-psychiatric disorders, including 
alcoholism and drug addiction. Beautiful landscaping and home-like surroundings afford 

- a restful atmosphere. Accommodations vary from single rooms with or without bath to 

- rooms en suite, allowing for segregation of guests. : 


Detailed information furnished on request. 
Karl J. Waggener, M.D. Wendell T. Wingett, M.D. 


. 
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PROTEGTIVE;COMPANY 
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TOPEKA Office: J. E. McCurdy, Representative, 1160 College Avenue, Telephone 2-3027 a 
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This book, beautifully printed, presents in a single 
volume the many illustrations by Dr. Frank H. Net- 
ter which for the past ten years Ciba Pharmaceutical 
Products, Inc., has distributed to the medical pro- 
fession as separate sets of plates in portfolio form. 
The illustrations, done largely in color, cover much 
of the normal and pathologic anatomy of the chest 
and abdomen, and are generously supplemented by 
reproductions of diagnostic x-ray films. The abbre- 
viated texts which accompany each plate were writ- 
ten by Doctors Jacob Buckstein, Michael E. De- 
Bakey, et al., Charles F. Geschickter, et al.; Reuben 
A. MacBrayer, Henry H. Ritter, et al., Eli H. Rubin, 
and Samuel A. Vest. 

This collection needs no re-evaluation since its va- 
rious sections have separately elicited a generally 
favorable reaction from the medical profession for 
the past decade.—P.W.S. 


Practical Aspects of Thyroid Disease. By George 
Crile, Jr. Published by W. B. Saunders Company, 
Philadelphia. 355 pages, 101 illustrations. Price 
$6.00. 

The author presents in this volume a comprehen- 
sive appraisal of thyroid disease in a concise, simple 
manner. Controversial theories are intentionally 
avoided in the volume. 

The more recent methods of treatment of thyroid 
diseases with thiourea derivatives and radioactive 
substances are discussed, and their comparisons and 
relation to surgical treatment are rationally evaluat- 
_ed. The opinions and conclusions are based on 1000 
cases personally examined and operated by the au- 
thor and on close acquaintance with over 300 cases 
treated with prophylthiouracil, over 100 cases treated 
with methylthiouracil, and over 50 cases treated with 
radioactive iodine. 

The technics, results, and complications of thyroid 
surgery on all types of goitres, malignant and non- 
malignant, are presented. The limitations of all 
forms of management of thyroid disease are dis- 
cussed, and the need for the combined utilization of 
these diversified methods to obtain the best results 
in any individual case is stressed —W.T.S. 

* * * 


Mayo Clinic Diet Manual. By Committee on 
Dietetics of Mayo Clinic. Published by W. B. Saun- 
ders Company, Philadelphia. 327 pages. Price $4.00. 

The Mayo Clinic Diet Manual contains a wealth 
of worthwhile information and it is all inclusive. An 
alphabetical index, as well as the table of contents 
which is included, would facilitate the use of the 
manual. The entire appendix is very practical. The 
food charts for iron, etc., are excellent because they 
give contents “per serving” as well as contents “per 
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100 gram portion.” All charts are ruled and very 
easily read. The plan used in showing the foods in- 
cluded and excluded according to food groups is 
most useful. 

The general description preceding each group of 
diets is valuable but in addition the dietary pattern 
and sample menu should have the composition re- 
peated ‘on the page with it so as to eliminate con- 
stant turning back of the pages. 

The writers are to be commended in their con- 
stant emphasis on adequate nutrition throughout 
each therapeutic diet—R.G. 

* * * 

Care of the Surgical Patient. By Jacob Fine, MD. 
Published by W. B. Saunders Company, Phila- 
delphia. 517 pages, 40 illustrations. Price $8.00. 

In the preface the author states that this book is 
intended to serve the special purpose of providing 
a ready guide for the over-all care of the surgical 
patient. This plan has been followed carefully. The 
essentials are here without any padding. Physiology 
and biochemistry are stressed when pertinent to the 
subject under discussion. Laboratory methods are 
discussed. Careful directions are’ given for pre- 
operative and postoperative treatment. Surgical com- 
plications are discussed in detail. 

It is particularly refreshing to note a chapter on 
“Coincidental Medical Illnesses in Surgical Patients.” 
The writer is aware that a surgeon must also be a 
physician even though he may confine his practice 
to surgery. 

This is a valuable book for any surgeon, and it is 
particularly valuable for the intern or resident sur- 
geon.—T.G.0. 


Kansas Psychiatric Society Meets 

New officers of the Kansas Psychiatric Society for 
the year ending in April, 1950, were chosen at 4 
meeting held recently. Dr. C. J. Kurth, Wichita, is 
serving as president; Dr. J. T. Naramore, Larned, 
vice president; Dr. Frank F. Meeker, Topeka, secte- 
tary-treasurer; Dr. J. F. Casey and Dr. John M. An- 
derson, both of Topeka, councilors. 


ANNOUNCEMENTS 


July 18-30—Postgraduate Course in Chronic Chest Diseases Given 
by American Trudeau Society and University of. Colorado School 
of Medicine, Denver, Colorado. Address American Trudeau So- 
ciety, 1790 Broadway, New York City. Cook 

August 1-13—Intensive Personal Course in Cerebral Palsy, D 
County Graduate School of Medicine. M. A. Perlstein, a 
Instructor.' Address Registrar, 427 South Honore Street, (hr 
cago 12, Illinois. 

September 6-10—27th Annual Session, American Congress of ot 
ical Med'cine, Netherland Plaza Hotel, Cincinnati, Ohio. 
dress American Congress of Physical Medicine, 30 
Michigan Avenue, Chicago 2, Illinois. Cy 

October 27-29—Course in Gastrointestinal Surgery, Boston 
Hospital, Boston, Massachusetts. Address National New 
terological Association, Department GSJ, 1819 Broadway, 
York City. 
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Paseo, Kansas City, Missouri. Oper- FOR EVERY DOCTOR 
ated by the Robinson Clinic, for the 
care and treatment of nervous and 
‘ mental patients and associated condi- 
cions. 
), 
RADIUM 
g (including Radium Applicators) 
i FOR ALL MEDICAL PURPOSES 
e Est. 1919 
Quincy X-Ray & Radium Laboratories’ 
‘ (owned and directed by a Physician- 
Radiologist) 
‘ Harold Swanberg, B.S., M.D., Director 
I W.C. U. Bldg. Quincy, Illinois 
a 
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ABSTRACTS FROM CURRENT 
LITERATURE 


Epidemic Diarrhea 


Epidemic Diarrhea of the Newborn. By Samuel 
Frant and Harold Abramson, Brenneman’s Practice 
of Pediatrics, Volume I, Chapter 28, Section 2. 


Epidemic diarrhea of the newborn is an acute 
communicable diarrheal disorder of unknown eti- 
ology affecting newborn infants in lying-in institu- 
tions within the first two weeks of life. It spreads 
rapidly from baby to baby and is characterized by a 
high death rate. Thus far in New York City among 
a total of 9,236 babies who were exposed to the dis- 
ease, 1,233 were attacked, a morbidity rate of 13.4 
per cent; 540 of the infected babies died, the mor- 
tality rate being 5.8 per cent and the case fatality rate 
being 43.6 per cent. In the main, the data thus far 
derived from the extensive bacteriologic studies of 
these cases have revealed no definite organism. 
Nothing characteristic of the disease has been noted 
in extensive post mortem examinations. 


Most of the babies were taken ill on the second 
to the 16th day of life, but the spread may vary from 
one to 33 days. No adults caring for these infants 
have been infected by them, nor have there been 
infections among older infants and children in open 
pediatric wards in which these children were treated. 
No difference was noted in the attack rate whether 
the infant was bottle or breast fed. So far the epi- 
demics have appeared in cities located in the north 
central zone. The overcrowding of nurseries and 
presence of much inadequately trained personnel 
have been contributory factors. 


The incubation period is from one to 31 days 
with an average of 10 days. Early in the course of 
the outbreak the acute symptoms may be preceded 
for one or two days by preliminary signs indicative 
of a gastro-intestinal disturbance, such as lack of 
appetite, drowsiness, arrested weight accretion or 
loss of weight, occasional vomiting and distention, 
and change in the character and the frequency of the 
stools. Usually the temperature is normal. In the 
toxic stage the infant previously healthy rapidly 
changes to an intensely dehydrated and toxic infant 
in shock. The acid stools are expelled forcibly, in- 
crease considerably in frequency and are character- 
istically watery and yellow, less often greenish or 
brownish. Blood and pus are conspicuously absent, 
and little or no mucus or-curds is seen. With marked 
depletion of body fluids considerable weight loss 
occurs, amounting to as much as a pound or more a 
day. Signs of severe dehydration and acidosis ensue. 
Drowsiness deepens into coma and the cry is feeble 
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and short. Vasomotor collapse is indicated by ashen 
gray color and cherry red lips. The skin and mucous 
membranes are dry and tissue turgor is lost. The eye- 
balls and fontanels are sunken and the breathing is 
hyperpneic. There is usually little vomiting and the 
general physical examination is essentially negative. 


The complications in the main are terminal in- 
fections. 


In fatal cases death occurred in from one to 25 
days; average duration of the illness in recovered 
cases was 12 days. 


Laboratory findings show hemoconcentration and 
marked depression of the carbondioxide combining 
power—as low as five or 10 volumes per cent. 


In unsuspected and uncontrolled outbreaks a wide 
dispersion of exposed and infected babies occurs. 
Cases are discharged from the hospital and after 
showing manifest signs of the disease at home either 
are returned to the hospital for care and treatment 
or admitted to another hospital. Still other babies 
are taken out of the hospital and are lost for ob- 
servation and follow up. In addition other infants 
became sick at home, where the seriousness of their 
illness is overlooked, and they die at home. 

Diagnosis is difficult early in an epidemic; how- 
ever, if more than one infant develops a loose stool 
in a nursery it is safer to close the nursery unit until 
diagnosis is established. Lack of blood and mucus in 
the stools and essentially negative post mortem find- 
ings suggest epidemic diarrhea of the newborn. Ex- 
plosive liquid yellow stools are characteristic early. 


Generally speaking the prognosis for this disease 
is very poor. Among babies exposed about 15 per 
cent get the disease, with a general mortality rate of 
seven per cent and a case mortality rate of 50 per 
cent. Prognosis is much worse in premature infants. 
These figures are greatly modified by early diagnosis 
and treatment. 


The treatment is non-specific. Penicillin, sulfa 
preparations and small blood transfusions after ade- 
quate hydration are helpful. Essentially the therapy 
should be directed toward combating impending or 
existing acidosis and dehydration, and toward the 
replacement of depleted body fluids. Food is te 
stricted 12 to 24 hours. The continuous method of 
intravenous injection is probably the most effective 


and is the method of choice to restore adequate 


fluids. 

Control and prevention of these outbreaks are 
greatly dependent on the strict supervision of nut 
series and their personnel. The first case should be 
reported to the public health department as soon 4 
it is recognized. The obstetric services and the new- 


born service should be completely closed immedi- 


ive 


CLASSIFIED ADVERTISEMENTS 


FOR SA!.©. Having retired from practice I offer for sale 
one surgicai chair and cushion, a set of surgical instruments, 
one trial case, one large infra red lamp. Write the Journal 


for optical work and general practice. Write the Journal 7-49. 


GOOD LOCATION AVAILABLE. Complete histories, fi- 
nancial cards and files on x-ray, E.K.G. and B.M.R. Will turn 
over practice to purchaser of equipment who will take over 


9-49. 3% year lease. Seven-room office completely equipped for 


2 di ti k. Fi ial stat i . i 
FOR SALE—Fever cabinet. Good condition. Will sacrifice. 449. 


Write the Journal 3-49. 


FOR SALE. Cardiotron, purchased in 1946, has taken ap- 
OFFICE FOR SALE—Equipped with running water, hot proximately 100 tracings. Used only twice in the last six 
and cold, gas for heating, 24-hour electric service. Equipped months. Write the Journal 5-49. 


THE TROWBRIDGE TRAINING SCHOOL 
Established 1917 
A HOME SCHOOL for NERVOUS and BACKWARD CHILDREN 
The Best in the West 


Beautiful Buildings and Spacious Grounds. Equipment Unexcelled. Experienced Teachers. Personal Supervision given 
each Pupil. Resident Physician. Enrollment Limited. Endorsed by Physicians and Educators. Pamphlet upon Request. 


1850 Bryant Building E. HAYDEN TROWBRIDGE, M.D. Kansas City, Mo. 


DON’T GAMBLE!!! 


Select your business representative as carefully as you would vour bank. 


You want and can expect quick and satisfying service from East Kansas’ 
finest and most progressive medical accounts recovery office. Every account 
insured by surety company. 


Call L.D. 2444, collect—we'll send a representative any time you say. 


Write or Telephone Collect. 


MEDICAL-DENTAL 
DIVISION 
ASSOCIATED CREDIT BUREAU 


SUITES 3-4, PALACE BLDG., EMPORIA 
PAUL O. KRUEGER, Executive Director 
Try us and be convinced 


L. D. PHONE 2444 


Deformity Appliances 
of Quality 


No Test Tubes - No Measuring + No Boiling 


Orthopedic and Surgical Appliances 

Diabetics welcome “‘Spot Tests” (ready to use dry 
Artificial Limbs reagents), because of the ease and simplicity in using. 
No test tubes, no boiling, no measuring; just a little 
powder, a little urine—color reaction occurs at once 


Trusses if sugar or acetone is present. © 
atalest...bcetone Fest veo) 
Abdominal G aoe 
FOR DETECTION OF FOR DETECTION OF 
Supports SUGAR IN THE URINE ACETONE IN THE URINE 
° ME SIMPLE A carrying case containing cne 
ron som’ | 
Hosiery TECHN available. This is very conven- 
ient for the medical bag or for 
the diabetic patient. The case 
Swetcal Taylor Back Brace COLOR REACTION IMMEDIATELY | Pharmacies and surgical supply | 
urgica 
9 Made to Order 


Corsets Accepted for advertising in the Journal of the A.M.A, 


WRITE FOR DESCRIPTIVE LITERATURE 


In Our Own Factory 
P, W. HANICKE MFG. CO. 


1009 McGee St. Victor 4750 


heetone Test \venco)... Gatatest 


Denver Chemical Manufacturing Co., 


KANSAS CITY, MO. 163 Varick Street, New York 13, N. Y. 
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ately on recognition of the disease. It has been the 
authors’ experience that temporary makeshift ar- 
rangements or half-hearted measures serve only to 
increase the morbidity and mortality. Standards for 
the care of the premature and the newborn infants 
as recommended by the U. S. Public Health Service 
should be strictly adhered to—D.R.D. 


* * * 


Surgery of the Colon 


Oral Streptomycin in Surgery of the Colon. By 
James Patrick Fleming, Jnl. Inter. Coll. Surg., X1:4, 
378-385, July-Aug., 1948. 


The author employs sulfathaladine in the usual 
dosage (0.1 gm. per kg. of body weight) daily for 
five to seven days preoperatively. To this he has 
added oral streptomycin which, he states, “...has 
proved. to be more potent than either succinylsulfa- 
thiazole or sulfathalidine when administered orally 
at the rate of two grams (two million units) daily— 
providing, however, that it is not given for more 
than two successive days (48 hours) as it has been 
shown that beyond such dosage and time the coli- 
form organisms develop a resistance to the drug...” 


This is accomplished by dissolving two gms. (one 
ampule) of the drug in a pint of water and admin- 
istering two ounces orally every four hours, four 
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grams being used in the 48-hour period preceding 
surgery. 

He is “also using two gms. (streptomycin) in sa- 
line in the peritoneal cavity following resection with 
open anastomosis.” Where contamination has oc- 
curred this is supplemented by 0.25 gm. every four 
hours for two days, intramuscularly. Penicillin in 
oil, 300,000 units intramuscularly, is also employed 
routinely for two days following surgery. 

The article also considers in detail general prob- 
lems of pre- and post-operative care in this type of 
surgery —T.P.B. 


Kansas College of Physicians Meets 


A meeting of Kansas members of the American 
College of Surgeons was held at Wichita April 29, 
with Dr. Lee Leger and Dr. Earl Mills in charge of 
the program. Dr. A. B. Brower, Dayton, Ohio, a 
regent of the college, was guest speaker. Plans were 
made for a meeting in March of next year at Topeka, 
and Dr. Nathaniel Uhr was named chairman of the 
program committee, with Dr. Sloan Wilson and Dr. 
Clarence Erickson as committee members. 


There are now more than 40 members of the 
college in Kansas. Dr. W. C. Menninger is governor 
of the group this year. 


George F. Cahill, M.D., Professor of Urol- 
ogy, Columbia University College of 
Physicians and Surgeons. 

Sherwood Moore, M.D., Professor of Radi- 
ology, Washington University. 

C. S. O’Brien, M.D., Professor and Head, 
Department of Ophthalmology, State 
University of lowa. 

John deJ. Pemberton, M.D., Professor of 
Surgery, Mayo Foundation. 


Round-Table Discussion. 
Hotel reservations are now available. 


Announcing ... 


THE THIRD ANNUAL ROCKY MOUNTAIN 
CANCER CONFERENCE 


JULY 14, 15, 1949, DENVER 


An outstanding educational program presenting recent trends in cancer re- 
search, sponsored by the Colorado State Medical Society, Rocky Mountain 
Cancer Foundation and the Colorado Division, American Cancer Society. 


Eight Distinguished Guest Speakers 


. Cyrus C. Sturgis, M.D., Professor of Medi- 


Recreational Facilities. 
Write Cancer Conference, 519 17th, Denver. 


NO REGISTRATION FEE 


Fred W. Stewart, M.D., Pathologist to 
Memorial Hospital Center, New York. 


Fred D. Weidman, M.D., Professor of Re- 
search in Dermatology and Mycology, 
University of Pennsylvania. 


cine, University of Michigan. 


Idys Mims Gage, M.D., Professor of Clinical 
Surgery, Tulane University. 


Non-scientific Banquet. 


Your instructions 
faithfully executed. 
Qualified, cour- 
teous orthopaedic 
technicians. 
e 
THE 

W. E. ISLE 

COMPANY 
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THE BROWN SCHOOL 
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Biological Stains - Solutions | swimming pool, fireproof building. View book. 
Chemical Indicators - Test Papers | Approved by State Division of Special Education. 


BERT P. BROWN, Director 
PAUL L. WHITE, MD, FAP.A., 


‘The COLEMAN & BELL COMPANY, Inc. |i 


| i MANUFACTURING CHEMISTS NORWOOD, OHIO, U.S.A. HH P. O, Box 4008, Austin, Texas 


a Certified Psychiatrist. Registered Nurses. Private 


FREE FORMULARY 


COSMETIC 


Prescribe UNSCENTED AR-EX Cosmetics : 


Recent clinical tests showed many cases of cosmetic sensitivity, but not a 
UNS 
MAJ AR-EX COSMETICS, INC., 1036 W. VAN BUREN ST., CHICAGO 7, 


/ | ‘single one to UNSCENTED AR-EX Cosmetics. For allergic patients, prescribe 
UNSCENTED AR-EX Cosmetics—free from all known 
irritants and allergens. SEND FOR FREE FORMULARY. 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by — 


SOGOETZE NEEMER CG 


Management by Dr. W. F. Goetze, a member of the American Medical Association, assures intelligent servicing of your 
orders, 


_____ OVER 31 YEARS OF EXPERIENCE 


COLLECTING DORMANT ACCOUNTS FOR HOSPITALS AND PHYSICIANS 


ALL FUNDS PAID DIRECT TO OUR CLIENT 


We prepare and keep all the records—furnish the supplies—do all detail work—pay part of routine postage. 
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REAGENT CHEMICALS 
THERMOMETERS 
PIPETTES 
HYDROMETERS 


LATEX, RUBBER, TYGON, KOROSEAL, 
SOFT and PYREX GLASS TUBING 


LABORATORY GLASSWARE and SUPPLIES 


KLINE TEST ANTIGEN (LaMotte) 
CARDIOLIPIN—LECITHIN 


KOROSEAL and AMERIPOL APRONS 
LABORATORY EQUIPMENT 


Southwest Scientific Corporation 
122 S. St. Francis Wichita 2, Kansas 


Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


a, —Intensive Course in Surgical Technique, 
Two Weeks, starting June 20, July 25, August 22, 
Surgical Technique Surgical Anatomy & Clinical Sur- 
gery, Four Weeks, starting July 11, August 8, Sep- 
tember 12. 
Surgical Anatomy & Clinical Surgery, Two Weeks, 
Starting June 20, July 25, August 22. 
Surgery of Colon & Rectum, One Week, starting June 
13, September 12. 
Esophageal Surgery, One Week, starting October 10. 
Thoracic Surgery, One Week, starting June 20. 
Breast & Thyroid Surgery, One Week, starting June 


Fractures & Traumatic Surgery, Two Weeks, starting 


June 13. 
GYNECOLOGY—Intensive Course, Two Weeks, start- 
ing June 20, September 26. 
—— Approach to Pelvic oer. One Week, start- 
ng June 13, September 19. 
OBSTETRICS—Intensive Course, Two Weeks, starting 
eptember 12. 
MEDIC INE—Intensive General Course, Two Weeks, 
starting June 13. 
Gastroenterology, Two Weeks, starting June 27. 
Gastroscopy, Two Weeks, starting June 13, July 18. 
& Heart Disease, Two Weeks, 
starting July 18. 
PEDIATRICS — Diagnosis & Treatment of Congenital 
= of the Heart, Two Weeks, starting 
une 
Personal Course in Cerebral Palsy, Two Weeks, start- 
ing August 1. 
DERMATOLOGY—Formal Course, Two Weeks, start- 
ing June 13. Informal Clinical Course every two 


weeks. 
UROLOGY—Intensive Course, Two Weeks, starting 
September 26. 
Ten Day Practical Course in Cystoscopy every two 
weeks. 
GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL 
BRANCHES SURGERY AND 


ECIA 
TEACHING FACULTY ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 
Address: Registrar, 427 South Honore Street, Chicago 12, Ill. 


A PAIR of GLASSES 


is only as good as the 
Integrity of the Maker. 


That’s why we recommend 
that the new Shuron BROWLINE 


frames and the famous 

Shuron Shurset mountings 

be prescribed regularly. 
INDEPENDENT 
OPT “COMPANY 


33 Monument Circle Box 916 Indianapolis, Ind. 
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(brand of prophenpyridamine) 


TRIMETON* differs from most other antihistaminic 
agents in not being a derivative of ethanolamine or 
ethylenediamine. This difference is noteworthy and is 
responsible for the gratifying clinical results obtained. 
In one study of 227 patients with various allergic 
conditions’ 


DATE DUE 


— 

: 


MOMG Lorary, 
State House, 
Topeka, Kansas 


al 


— 


use 


EVAPORATED MILK 


boiling and stir 
in Dextri-Maltos 


... FOR 38 YEARS COW’S MILK-DEXTRI-MALTOSE FORMULAS 
HAVE BEEN EMPLOYED BY PHYSICIANS TO MEET THE VARY- 
ING NUTRITIONAL REQUIREMENTS OF SICK AND WELL IN- 
FANTS. MEAD JOHNSON & CO., EVANSVILLE 21, IND., U. S. A. 


ee 
OR 
WITH WHOLE MILK 
2 whole milk for three 
q 


